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Acute Anemia in Ulcerative Colitis 


ANTHONY BASSLER, M.D., F.A.C.P., F.A.C.G., LL.D.* 


This article pertains to cases 
of ulcerative colitis in which a 
quick and alarming anemia 
occurs, there Leing no hemor- 
thage to account for it. This 
occurs in perhaps one percent 
of all cases of ulcerative colitis. 


Biiesy discussing the etiol- 
ogy of ulcerative colitis, a short dis- 
course on the chemico-bacterial physi- 
ology of the colon is in order. The 
gastrointestinal tract harbors millions 
of active microorganisms. In normal 
habitat, they perform useful functions, 
including the partial digestion of com- 
plex food material, synthesis of certain 
vitamins, and, by virtue of the antibotic 
antagonisms of the normal flora, the 
suppression or diminution of disease- 
producing microorganisms. The de- 
parture from normal in organisms is 
easily disturbed, which may permit re- 
active pathology to occur. Spontane- 
ous mutation may occur from the ge- 
netic powers of bacteria, and this may 
be harmful. Some bacteria are totally 
resistant to antibiotics and the growth 
of inimical organisms may be encour- 
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aged by them. This can be potentially 
dangerous, and since bacterial infec- 
tions in the intestines are not control- 
lable by antibiological drugs, their use 
had best be discouraged. 

Thus, while there is no definite 
proof of any one bacteria being the 
cause of ulcerative colitis, there are a 
number of factors which enter into the 
cause of the disease. In the final 
analysis, the operation of inimical 
bacteria undoubtedly is the cause of 
the colon pathology of the disease. In 
this the combination of an unstable and 
non-resistant colon, a shortage of the 
natural immunity of the colon mucosa, 
and a destructive type of bacteria, op- 
erate as a trilogy, and of these bacteria 
the B-coli organisms of hemolytic types 
with the streptococcus and _staphylo- 
coccus group as an association is the 
toxic phalynx of importance. 

There is also no doubt that the study 
of cases proves that toxic material from 
these organisms is constantly being ab- 
sorbed into the body, bringing about 
disturbance in the hemopoietic and 
general nutrition. This often explains 
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the anemia seen in the average case of 
ulcerative colitis wherein the passing 
of blood and plasma are seen. The 
absorption of this toxic material is un- 
doubtedly a factor in the production of 
the anemia, and where the condition is 
that seen in the average case, no spe- 
cial alarm need be exercised. It is this 
toxic factor that we are concerned 
about today. 

In a general way, electrolytes are 
constantly being lost in ulcerative co- 
litis. It is rare indeed to observe that 
when the symptoms are on, that more 
or less steady bleeding does not also 
exist. Usually this is nominal and per- 
haps may account for the moderate de- 
gree of simple anemia that usually ex- 
ists. This bleeding may be absent for 
a day or two but it soon returns. What 
is generally observed is that the loss of 
blood constituents is nominal and not 
steady, and usually accounts for the de- 
gree of anemia that exists. Frequent 
blood estimations of the average case of 
ulcerative colitis over weeks of time 
often show a quick improvement in the 
degree of anemia that exists. But this 
alone does not run parallel with the 
amount of blood that is lost. There 
must be a factor that, together with the 
bleeding, operates to produce the ane- 
mia. This apparently is a straight toxic 
factor from the infection that is going 
on in the bowel. What this is and how 
it operates is not known. 

From birth onwards, normal hemo- 
poiesis is restricted to the bone marrow 
of the flat and long bones. Since the 
progenitor of all blood cells is the fixed 
reticulo-endothelial cell, there are fac- 
tors that have to do with the formation 
of the red cells as contrasted with the 
leucocytes and blood platelets. The 
primitive cell (erythroblast) goes 


through several definite transitions. 
Somewhere along the line, the factors 
that have to do with ultimate forma- 
tion can easily be disturbed so that the 
mature cell may not be formed. A toxic 
factor or factors are no doubt present 
throughout diseases in which anemia is 
present. It no doubt can operate, not 
only in the bone marrow, but also in 
the cell in the general circulation. 

The mature red cell probably exists in 
the peripheral blood for as long as 120 
days. We know that cells normally dis- 
integrate in the blood stream. The leu- 
cocytes and blood platelets last only 
two to five days. In the destruction of 
the red cell, the toxic factor must op- 
erate directly on the cell process in the 
bone marrow and the peripheral blood. 
In a small percentage of ulcerative co- 
litis, this destruction can be dramatic in 
speed, occurring in a few hours’ or a 
day’s time. 

Confining this article solely to ane- 
mia, the choice method of treatment of 
ulcerative colitis is whole blood trans- 
fusion. Both full-sized transfusions and 
smaller have been tried, and undoubted- 
ly smaller transfusions (250 cc.) daily 
for several days is the method of choice. 
Invariably, the blood returns toward the 
normal quickly and, what is interesting 
is that with the small quantity method, 
the blood stays up longer than with the 
large dose method. There is suggestion 
here that the transfused blood carries 
some neutralizing factors that control 
the toxic onslaught. 

Case One—A single woman, 58- 
years-of-age had been more or less dis- 
turbed with digestive disturbances for 
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a number of years. Two years before 
first seen, she changed from a contin- 
ued constipation to a more or less 


diarrhea. This was not especially 
troublesome, her general health re- 
maining apparently good. She occa- 


sionally passed a slight amount of 
blood with her stools which were loose 
and pasty and about four or five in 
twenty-hours hours. By x-ray, stool and 
proctoscope examination, the diagnosis 
of ulcerative colitis was made. The 
stools were high in B-coli hemolyticus. 

In a space of fifteen days, her blood 
dropped from a slight degree of anemia 
to a blood count of 41% hemoglobin 
and 2,710,000 erythrocytes, with defi- 
nite symptoms of extreme anemia. So 
far as is known, before this came on, 
she did not pass any larger amount 
of blood than usual. With the other 
treatments for the ulcerative colitis she 
was placed on 250 cc. whole blood trans- 
fusions a day for about two weeks. The 
blood picture steadily improved. Five 
months after, when she seemed to have 
definitely improved—no blood in the 
stools—she again had a drop of blood 
from 83 percent hemoglobin to 47 per- 
cent in about eight days’ time. Again 
there was no hemorrhage to account 
for the blood drop. She was treated 
again by transfusions, with quick re- 
covery, and she has been quite well 
since—now three and one-half years. 

Case Two—A single woman of 27- 
years-of-age was caught in a burning 
building and was rescued. Several days 
after this, her bowels became loose in a 
continued way and a diagnosis of hy- 
perthyroidism was made to account for 
it. However, two years before she had 
had a diarrhea for nearly three months 
that had not been diagnosed as to 
cause, but believed to be thyroidal in 
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origin. She was hyperthyroid to a 
moderate degree, and this was easily 
controlled with small doses of Lugol’s 
solution. However, the diarrhea con- 
tinued with up to eight movements a 
day, and further investigation showed 
ulcerative lesions in the rectum and 
pathological lesions in the colon, mostly 
in the transverse. 

She was placed on treatment for ul- 
cerative colitis and symptomatically did 
very well. In about three months when 
she was almost free of symptoms, she 
got up one morning and fainted. A se- 
vere anemia was thought to be the cause 
of this. For several months before this, 
her stools had been examined and the 
majority of the stools showed only the 
barest trace of blood, some being nega- 
tive. Her blood was 40% hemoglobin 
and, 2,720,000 erythrocytes. Her par- 
ents noticed that her color was good be- 
Three days 
before, she menstruated normally. 

Immediate small whole blood trans- 
fusions were begun, and while in the 
hospital the sedimentation 
creased and she ran a short range sep- 
tic temperature. In a week she was 
quite well again and continued so for 
over two years. A slight symptomless 
diarrhea came on from time to time, the 
mucosa in the rectum and the x-ray of 
the colon improved, now looking prac- 
tically normal. 

Case Three—An eleven-year-old girl 
who had had a number of past ill- 
nesses was seized with an acute diarrhea 
which was believed to be due to some 
tainted food. She was quite ill with 
vomiting and abdominal pain and the 
diarrhea continued beyond the several 
days that entero-colitis usually takes to 
clear up. Stool specimens showed the 
high presence of alpha staphylococcus 


fore the attack of anemia. 


rate in- 
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hemolytica and the diagnosis of entero- 
colitis due to the staphylococcus was 
made. On the third week of continued 
fluid and mushy movements, blood was 
observed in the stools and further 
studies disclosed a red friable rectal 
mucosa and the x-ray evidence of the 
pathology of ulcerative colitis was 
found in the colon. The staphylococcus 
now had gone down and the bacterial 
pictures was that of a high B-coli hemo- 
lyticus. The diagnosis was changed to 
ulcerative colitis and the case continued 
on. On the seventh month after the 
original attack, without manifest hem- 
orrhage from the colon, she went into 
an acute anemia, the hemoglobin drop- 
ping from 76% to 41%, symptoms of 
anemia became manifest, the sedimen- 
tation rate suggested an infection, and 
3 or 4 degrees of fever ensued. She 
was transfused daily with 250cc. of 
whole blood and became quite well in 
eight days. 

Case Four—A 61-year-old male had 
the characteristic course of a partially 
controlled ulcerative colitis for eleven 
years. His x-rays were constantly posi- 
tive and his blood count always re- 
mained high, from 80 to 90 percent 
hemoglobin and parallel blood cells. Al- 
ways refusing surgery, he was in an 
automobile accident and sustained a 
whiplash injury to his neck. The co- 
lonic symptoms did not increase for 
about a month afterwards and started 
with a slight hemorrhage from his 


bowel. This let up in a few days, the 
bowel movements increasing to twelve 
or more in 23 hours. When there was 
almost no bleeding, he suddenly went in- 
to an acute anemia, his hemoglobin 
dropped to 57 percent, and his condi- 
tion was controlled by daily small 
whole blood transfusions. Two years 
afterwards, he was operated upon for an 
intestinal obstruction and an adenocar- 
cinoma was found. Following the colec- 
tomy, he did well. 

Case Five—A young man of 23- 
years-of-age was discharged from the 
Army because of an ulcerative colitis 
he developed in service,—with from six 
to eight bowel movements a day for 
about a year. Under treatment, the diar- 
rhea let up, he gained in general health, 
but passed small amounts of blood from 
time to time. His blood usually ran 
around 70 percent hemoglobin with cor- 
responding reduction of red cells. On 
conservative treatment, he went 18 
months practically free from symptoms, 
although always had mushy stools. At a 
time when his general health was con- 
sidered much improved, he went into an 
acute anemia with no manifest hemor- 
rhage and became alarmingly ill from 
the low blood condition. He was treated 
with small daily blood transfusions and 
was distinctly improved in ten days 
time. His blood then was 89 percent, 
erythrocytes 4,100,000. Subsequently he 
had a complete colectomy, did well, and 
now is free from all symptoms. 


Conclusions 


The study of anemia in cases of 
ulcerative colitis strongly suggests 
that there is a toxic factor absorbed 
from the colon that, in addition to 


loss of blood. interferes with erythro- 
poiesis. 

This toxic condition can take place 
which, without blood in the stool or 
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present in only slight degrees, can 
bring on acute anemia. 

This factor is undoubtedly bac- 
terial in derivation and may be due 
to the Escherichia coli of high hemo- 
lyzing ability associated with a form 
of streptococcus or staphylococcus. 

In such instances the blood may 
lose half its hemoglobin and erythro- 
cytes in a few days. In the average 
case of only slight bleeding, this B- 


coli factor may operate only in spurts, 
or for periods, or not at all. Such 
hemorrhage may be of plasma alone 
and give negative blood tests. 

The best therapy is whole blood 
transfusions given in 250 cc. doses 
daily for several days. This seems to 
act in three ways: blood replacement, 
neutralization of the toxic factor, and 
benefit to the pathology of the ul- 


cerative colitis. 





Clini-Clipping 
Exploring the Common Bile 
Duct. 


A. Common Bile Duct Held 
with Forceps and Inci- 
sion Made. 


. Interior of Common Bile 
Duct Exposed by Trac- 
tion on Forceps. 
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Newer Developments 


in Proctology ve.w 


DONALD C. COLLINS, M.D., F.A.C.S., F.1.A.P. 


L, the past six months, the 
literature upon coloproctologic subjects 
has been extensive. Only some of the 
highlights will be touched upon. 

The entire March-April issue of Clini- 
cal Symposia is devoted to the sigmoid, 
rectum and anal canal. It is authored 
by Gorsch' and is a masterful presenta- 
tion. All coloproctologists are asked to 
read this splendid anatomic contribu- 
tion, Oschner and Ray? recently reported 
upon their experiences with twelve in- 
stances of submucosal lipomas of the 
colon. Their report is of great value. 
Of considerable interest was the recent 
communication from Sasson* showing 
that barium sulfate, so widely employed 
in the roentgenologic study of the large 
bowel, actually enters the lumen of in- 
testinal glands and causes secondary 
pathologic changes as granulomas and 
extensive fibrosis. Possibly another con- 
trast media will become necessary, if 
other investigators confirm this startling 
report. 

McCort* described three instances of 
infarction of the descending colon 
caused by vascular occlusion. Schaedler 
and Dubos® reported that a diet high in 


Hollywood, California 


casein, as the chief source of amino 
acids, reduced susceptibility of mice to 
experimental bacterial infection, It 
would be interesting to learn if this is 
applicable to humans. Granet® gave an 
excellent discourse upon the manage- 
ment of acute proctologic conditions. 
Lyons and Simon’ recommend perform- 
ing a Z-plasty for colostomy stenosis. 
Their operation has much merit. How- 
ard® recommended the use of Clorpactin 
WCS-90® in successfully treating the 
various bacterial complications of vari- 
ous surgical operations. Brody, McCor- 
riston and Skoryna® presented their ob- 
servations on the mechanisms of fecal 
continence. This study is of considerable 
value. Bradley et al'® describe a success- 
ful delivery after proctocolectomy and 
ileostomy. Buxton and Evans"! pre- 
sented the résumés of sixteen patients 
that had difficult colonic surgical prob- 
lems. Their described difficulties are of 
value to all abdominal surgeons in avoid- 
ing some of the pitfalls of colon surgery. 
Burke and Jackman”? state that in their 
experience over the past ten years, a 
modified Thiersch operation is of great 
value in treating complete rectal pro- 
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lapse, especially in the intirm and aged. 
Mandel Weinstein et al'* studied two 
patients who had had very extensive in- 
testinal resections. Carbohydrate absorp- 
tion rapidly returned to normal. After 
a long period of time, the intestinal 
tract eventually adjusted to the impaired 
absorption of both proteins and fat. 
But even twelve years postoperatively, 
there was persistent poor water absorp- 
tion, This necessitated a large daily oral 
intake of various liquids to partially 
correct this defect in digestion. 

Swenson and Fisher’* described their 
experiences in the management of 
Hirschsprung’s disease in the newborn. 
This disease is one of the more frequent 
causes of intestinal obstruction in the 
newborn, In one hundred and ten such 
patients, these authors caution against 
immediate abdominal exploration, since 
it imposes needless risk on the infant. 
Rather, it is more important to get the 
infant in optimum preoperative condi- 
tion and to confirm the diagnosis by a 
rectal wall biopsy. Selzer and McGoon"® 
described an instance of retrograde 
colonic intussusception in a 78-year-old 
widow. Fourteen similar instances have 
been found in the literature. Moore and 
Koman’® reported upon a 41-year-old 
male truck driver who received a crush- 
ing injury of the pelvis. An impending 
cecal perforation was recognized and 
successfully treated by a cecostomy. 
Foley et al’? detail their instrument for 
intracolonic transillumination. This ap- 
pears to be a practical and safe aid for 
the surgeon in locating polypoid tumors 
when transabdominal polypectomy is 
planned, 

Roland and Rogers*® tell of their ex- 
periences with four patients who suf- 
fered perforations of the rectum after 
the administration of enemas. Three 
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were receiving barium enemata at the 
time of the accident. The fourth rupture 
followed the administration of an evacu- 
ant enema. Two were intraperitoneal 
perforations. Two patients died, one 
being of the extraperitoneal type of per- 
foration. Pincock’® states that Dulcolax® 
(Geigy) rectal suppositories are most 
efficient in elderly patients. It is of maxi- 
mum value in the bedridden individual. 
Toxicity and habituation are minimal. 
Padhi”’ cites a case report of the un- 
usual fatal complication of massive in- 
farction of the descending colon after 
translumbar aortography. The etiology 
of this accident was attributed to a di- 
rect toxic effect of the contrast media 
on the capillary bed of the intestinal 
wall, The author 
instances described in the medical lit- 
terature. Tagart®! describes his experi- 
ences with twenty-one patients, over a 
seventeen-year period, with endometri- 
osis of the large intestine. If possible, 
the lesion should be excised, intestinal 
continuity restored, and one or both 
ovaries preserved. On the other hand, if 
excision of the endometrioma can only 
be achieved at the price of a permanent 
colostomy, usually bilateral oophorec- 
tomy is the preferable treatment and 
is likely to result in a cure. However, 
a permanent colostomy may become 
necessary in instances of very extensive 
pelvic fibrosis, Nelson and Rogers”? add 
seven additional instances of lipomas of 
the colon to the literature. Intussuscep- 
tion in an adult should arouse suspicion 
that a lipoma of the colon may be the 
causative agent. In discussing the man- 
agement of strangulated intestinal ob- 
struction, Barnett?’ stressed the great 


found four other 


value of kanamycin. 
Walker and Nigro** believe that the 
commonest type of postoperative anal 
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hemorrhage occurs from a nonligated 
vessel in the cutaneous wound on the 
first or second day after surgery. Hem- 
orrhage from internal anal wounds may 
occur five to fourteen days after opera- 
tion, usually on the seventh or eighth 
postoperative day. Commonly, slough of 
tissue exposes a large vessel. Solosko*® 
believes that colostomy in colonic sur- 
gery should be avoided at all costs. 
Eckman et al®* conclude that about 26 
cms. of water pressure, intramurally, 
will perforate a cecum. Any cecum 9 
cms. or larger in greatest transverse di- 
ameter is indicative of impending perfo- 
ration, Peskin and Orloff?’ studied 
twenty-five patients with rectal carcinoid 
tumors, in the twenty-five-year period 
ending in 1958. Forty percent had ma- 
lignant tumors. Ninety percent of these 
tumors measuring 2 cms. or more were 
malignant. Only 6.6 percent of tumors 
less than 2 cms, in size were malignant 
and had metastatasized. George Shrop- 
shear*® has presented a masterful de- 
scription of the surgical anatomic as- 
pects of the sphincter mechanism and 
its clinical significance. This should be 
in the permanent library of all colo- 
proctologists. Feinblatt and Feinblatt*® 
obtained immediate and permanent re- 
lief of pruritus ani by employing a 
preparation containing hydrolysate of 
lactalbumen, so processed to reduce 
cystine and methionine content. 

Hardin and Friesen*° present two case 
reports of how they successfully man- 
aged infants with congenital atresia of 
the colon. Eliakim and Rachmilewitz*' 
claim that neglected pruritus may be a 
neglected symtom in thyrotoxicosis. Hef- 
fernon et al** claim that in the absence 
of obvious residual biliary disease, re- 
curring pain in the right upper quadrant 
after cholecystectomy is caused by an 


accompanying irritable colon syndrome. 
Surgical treatment alone, without a 
proper dietary regimen, will only result 
in a large number of postoperative 
failures. 

Spencer et al** attribute the beneficial 
action of retention enemas of 6-methyl- 
prednisolone in patients with ulcerative 
colitis to both systemic and local action. 
A considerable amount of this specific 
steroid is apparently absorbed unaltered, 
rather than being split by bacterial ac- 
tion in the colon, Similar good results 
were obtained by Schneider** employing 
topical hydrocortisone rectal supposi- 
tories (10 mg.). In seventy-six instances 
of inflammatory disease of the anorec- 
tum, only four percent failed to re- 
spond to this type of therapy. Peskin and 
Davis** warn that extreme colonic dis- 
tension accompanying acute fulminating 
ulcerative colitis is a real threat to life 
and requires emergency surgical inter- 
vention. Combined ileostomy and colec- 
tomy is advised. Kiefer*® has recently 
presented an excellent discourse on 
chronic ulcerative colitis in general 
practice. Slaney and Brooke*’ discussed 
cancer in ulcerative colitis. Eighteen 
such patients are presented. Fifteen be- 
longed to a group of two hundred and 
twenty-two individuals with ulcerative 
colitis who had been referred to the au- 
thors for surgical treatment. The overall 
incidence of carcinomatous change was 
6.7 percent, but this rose to seventeen 
percent in those patients with ulcerative 
colitis of ten or more years’ duration. 
The five-year survival rate in this group 
was 18.6 percent. The average age al 
which carcinoma develops is forty-two 
years in those with ulcerative colitis, 
compared with sixty-three years in pre- 
viously healthy persons. Simple deflec- 
tion of the fecal stream by ileostomy 
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does not protect the intestine from ma- 
lignant change, which can arise both 
in retained and in defunctionated large 
bowel and in a functioning rectum fol- 
lowing ileoproctostomy. Ehrlich** rec- 
ommends Resion-PMS® (National Drug 
Co.) in the successful treatment of ul- 
cerative colitis. Eighty-three percent of 
twenty-four patients were greatly helped 
by this therapy. Weingarten and Weiss*° 
agree with Slaney and Brooke.*’ Their 
incidence of carcinoma in nearly six 
hundred instances of chronic ulcerative 
colitis was close to 6.5 percent. Dawson 
and Pyrse-Davies*’ reached similar con- 
clusions, In six hundred sixty-three pa- 
tients, 2.9 percent developed large bowel 
carcinoma. The average duration of 
colitis before the onset of carcinoma 
was 17.8 years. Of one hundred twenty- 
seven persons who had ulcerative colitis 
for more than fifteen years, 10.2 percent 
developed carcinoma, 

Carter et al*’ recorded three instances 
of vascular occlusion of the inferior 
mesenteric artery. These were three 
elderly men between sixty-eight and 
seventy-three years of age. Simoidoscopy 
cephalad to the six-inch level revealed 
cyanosis, discoloration, and mucosal 
ulceration, in varying degrees. These 
findings are in accord with Niederstein’s 
Law that the mucous membrane is that 
part of the intestine most sensitive to 
ischaemic change. In the detection of 
intestinal schistosomiasis,*? through the 
sigmoidoscope obtain a biopsy speci- 
men of the superficial mucosa bordering 
the edge of the middle rectal valve or 
from an area showing punctate hem- 
orrhage or erosion. The reason for this 
procedure is that the greatest concen- 
tration of ova occurs in the tissues sur- 
rounding the rectum. 

Snapper** presented a clinical patho- 
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logical conference concerning an eleven- 
year-old girl. She had diffuse polyposis 
or adenomatosis of the colon. These 
lesions appear about the age of ten 
years. Clinical manifestations appear 
by the age of twenty-five years, This 
congenital or familial disease is trans- 
mitted through either sex, according to 
basic genetic laws. If these individuals 
remain untreated by the age of forty- 
five, at least one carcinoma will then 
be present in the colon. Many patients 
with this disease are dead prior to the 
age of forty. Mallam and Thomson“ 
published a noteworthy study on rectal 
and colonic polyps among children. 
They reported upon one hundred eighty- 
three children from fourteen months 
to thirteen-year-sof-age, suffering from 
these lesions, Peyton*® presented an ex- 
hibit‘on the malignant potentialities of 
rectal polyps. Ten percent of all indi- 
viduals examined possessed these le- 
sions. Hellwig and Barbosa*® studied 
one hundred seven instances of rectal 
polyps. There was complete agreement 
between biopsy and diagnosis in seventy- 
nine of ninety cases, partial agreement 
in seven instances, and disagreement in 
four examples. The ninety patients on 
whom there was complete follow-up, in- 
cluded twenty with noninvasive carci- 
noma who had polypectomy and in 
whom invasive carcinoma did not de- 
velop. The results of biopsies in villous 
papillomas were diappointing. In three 
instances, the biopsy specimen revealed 
atypia or carcinoma in situ, while the 
examination of the resected specimen 
revealed carcinoma that had spread to 
the submucosa. They emphasize that 
atypia, cancer in situ, and intramucosal 
focal carcinoma in rectal polyps should 
not be diagnosed as adenocarcinoma. 
Small size, or the presence of a pedicle 
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is no guarantee that a given polyp is 
benign. For this reason, every polyp 
should have an adequate biopsy before 
it is destroyed by fulguration. Jackman 
and Hill** warn that certain polyp-like 
lesions of the anus and large intestine 
that project into the lumen of the bowel 
and resemble true polyps are encoun- 
tered rather frequently on digital ex- 
amination of the rectum and anus and 
on endoscopy of the distal colon and 
roentgen studies of the large bowel. 
Most polypoid lesions do not possess 
malignant propensities. 

Noring**: *° presented a_ ten-year 
study on the surgical treatment of 
groups of patients having either car- 
cinoma of the colon or the rectum. 
Sixteen of the former group, and twenty- 
one of the latter classification were alive 
and well five years after their extensive 
radical surgical procedures. Johnson, 
Judd and Dahlin®® have contributed a 
most outstanding study of malignant 
neoplasms of the colon and rectum in 
young persons. They reviewed the re- 
cords at the Mayo Clinic for the thirty- 
year period from 1925 through 1954, 
collecting patients sixteen through 
twenty-nine years-of-age in whom a di- 
agnosis of malignant lesion of the colon 
or rectum was established. All instances 
of carcinoma in situ and adenocarci- 
noma in an adenoma were discarded. 
Two hundred twenty-two patients were 
collected. There were one hundred sixty- 
nine examples of adenocarcinoma. 
Ninety-nine lesions in ninety-five pa- 
tients were resected and fifty-one of these 
were located in the rectum or recto- 
sigmoid, Forty-seven percent of these re- 
sected lesions were graded either II] or 
IV by the Broder’s Classification. 
Twenty-seven persons had adenocarci- 
noma with multiple polyposis, and six 


were alive at the time of the follow-up, 
varying from twenty-six to five years 
postoperatively. There were recorded 
twenty-five individuals with adenocarci- 
noma associated with chronic ulcerative 
colitis. Eleven patients underwent resec- 
tion. Two operations were palliative in 
nature. Nine of these lesions were Grade 
IV malignancy. Three individuals are 
still living five, six, and seven years 
respectively postoperatively. There was 
one reticulum-cell sarcoma of the colon 
resected, but the patient died in the early 
postoperative period from a cerebrovas- 
cular accident. Of the one hundred sixty- 
nine instances of adenocarcinoma alone 
in which ninety-five resections had been 
done, twenty persons are still living 
from ten to twenty-nine years post- 
Dunphy, 


Legg®! give a very thought provoking 


operatively. Patterson and 
discussion of etiologic factors in poly- 
posis and carcinoma of the colon, All 
coloproctologists should read this fine 
presentation. Gilbertsen,®* after making 
a fifteen year study of adenocarcinoma 
of the rectum from the records at the 
University of Minnesota Medical School, 
that the Miles’ adomino- 
perineal operation, advanced about fifty 
years ago, is still the best operation for 
instances of rectal cancers that have 
spread beyond the local confines of the 


concludes 


rectal wall. He concludes as follows: 
“Thus, it would appear evident that the 
oft-lauded ‘half century of substantial 
improvement in rectal cancer cure rates’ 
has paralleled—largely, if not entirely— 
dramatic betterment of surgical adju- 
vants rather than reflected perfection of 
the basic plans of surgical excision 
procedures.” 

Pineda and Bacon’* describe three 
examples of diffuse infiltrating adeno- 
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carcinoma of the rectum. These primary 
tumors were found in 1,778 persons with 
carcinoma of the colon or rectum, It 
must be differentiated from secondary 
implants from a carcinoma of the stom- 
ach and lymphogranuloma venereum. 
Biopsy specimens taken by the usual 
methods may reveal normal rectal mu- 
cosa or chronic inflammation, while bi- 
opsies taken from deeper levels in the 
submucosa and muscularis, reveal the 
characteristic carcinoma cells. Treat- 
ment, where feasible, is the same as for 
other types of rectal carcinoma. Rosen- 
berg’* cited an instance of perianal 
granular cell Myoblastoma. This curi- 


ous tumor may arise anywhere in the 
body by dysontogenetic inclusion of pri- 
mitive myoblasts. Most of these lesions 
are found in the tongue. They are most 
rare in the anal area. Hertz®’ recently 
gave a fine discourse on the diagnosis 
and management of early cancer of the 
rectum and colon, including perianat 
area. 

The concise statements and fine color 
illustrations make this an excellent teach- 
ing article that all should read. Charles 
W. Mayo” has very recently admirably 
stated the requirements of the adequate 
cancer operation on the colon, rectum, 
and anus. 
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1 colitis, better 
termed non-specific ulcerative colitis, 
may be defined as an inflammatory 
disease of unknown etiology involving 
part or all of the colon, characterized 
by rectal discharges containing mucus, 
pus and blood, usually accompanied by 
frequency of cramping 
abdominal pain, constitutional mani- 


defecation, 


festations and numerous colonic and 
extracolonic complications. 

The disease may develop at almost 
any time of life from infancy to old 
age, but most cases have their onset 
between the ages of twenty and forty. 
Although the general practitioner rarely 
sees the condition in children, it is not 
uncommon in this age group in the 
larger medical centers. The disease has 
also been reported in infants under one 
year of age and even in the newborn. 
In most series, the sex distribution is 
equal. 

Reported statistics on the incidence 
of ulcerative colitis having its onset 
before the age of twenty vary from to 
10 to 27 percent. Sloan et al.,' in 1950, 
in a review of two thousand cases seen 
at the Mayo Clinic from 1918 to 1937, 
found the average age of onset to be 
twenty-nine years. There were seventy- 
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seven cases (4%) under the age of 
ten and three hundred thirty-nine cases 
(17% from ten to nineteen years-of- 
age, making a total of 21 percent having 
their onset under the age of twenty. 

Valdes-Dapena,? in 1951, reported 
twenty cases of proved ulcerative colitis 
in infants up to eighteen-months-of-age, 
sixteen of whom were from six weeks 
to one-year-old. 

Lagercrantz,’ of Sweden, in 1955, 
reviewed his series of one hundred 
thirty-seven cases of ulcerative colitis 
under the age of fifteen, followed from 
two to twenty-six years. 

Schlesinger,‘ of London, in 1958, re- 
viewed sixty cases occurring in children, 
in which the onset of the disease was 
before twelve-years-of-age, six of which 
were in infants under one year. There 
were thirty males and thirty females. 

Hightower,” in 1958, reported a series 
of two hundred twenty cases of the 
disease and found the average age of 
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onset to be thirty years. Eleven cases 
(5%) were under ten-years-of-age, 
and forty-eight (22%) were from ten 
to nineteen-years-of-age, totalling fifty- 
nine (27%) having their onset before 
the age of twenty. 

Kirsner et al.,° in 1959, in a series 
of two hundred forty cases, found forty 
(17%) to have had their onset before 
the age of 20. 

From 1954 to 1959, at the Jersey City 
Medical Center, there were seen thirty- 
Six 


(15%) were in children and young 


four cases of ulcerative colitis. 


adults ranging from six to nineteen- 
years-of-age, the average being thirteen. 


CASE 1: A 13-year-old girl with a 
one-year history of intermittent at- 
tacks of bloody diarrhea and ab- 
dominal cramps, responded satisfac- 
torily to medical treatment, including 
steroids. 

CASE 2: A 17-year-old boy, with a 
three-year history of exacerbations 
and remissions, was treated medically 
with fair results up to the present 
admission for massive uncontrollable 
rectal hemorrhage. An emergency 
total colectomy was performed with 
complete recovery. 

CASE 3: A 14-year-old girl, with a 
three-week history of fever and ab- 
dominal pain followed by attacks of 
bloody diarrhea, was treated med- 
ically, including azulfidine and ster- 
oids, with a satisfactory remission. 

CASE 4: A 6-year-old girl, with an 
acute fulminating course was treated 
for six days with heroic measures, 
including multiple transfusions and 
steroids. Because of the progressive 
down-hill course with extreme tox- 
emia and no response to medical 
treatment, as a last resort an emer g- 
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ency ileostomy was performed, but 
the patient expired. 

CASE 5: A 9-year-old girl with a 
one-week history of sudden onset of 
fever, prostration, abdominal cramps 
and blood stained diarrhea, respond- 
ed dramatically to steroid therapy 
with a satisfactory remission. 

CASE 6: A 19-year-old boy with a 
three-month history of malaise, low 
grade fever and abdominal cramps, 
developed bloody diarrhea one-month 
before admission. He was treated 
medically with a remission but has 
had several exacerbations of increas- 
ing severity in the past five years. 
The advisability of surgery is now 
being considered because of chron- 
icity and invalidism. 


In our cases the clinical course, find- 
ings, complications and management of 
ulcerative colitis in children and young 
adults were similar to those in adults. 
Although most observers have found 
the disease more severe in the very 
young than in adults, Schlesinger con- 
sidered it, in general, to be less virulent 
in the younger group. As in our pa- 
tients, bloody diarrhea with mucus was 
the sole or chief symptom in most in- 
stances in his series. About one-fourth 
of his patients manifested abdominal 
pain and constitutional disturbances for 
weeks or months before the stools be- 
came frequent or abnormal, Although in 
our patients there was no definite fa- 
milial history of the disease, Kirsner 
found a ten percent and Schlesinger a 
seventeen percent familial incidence. 

In Schlesinger’s series, one-third of 
the children showed the effects of a dis- 
turbed family background, but the re- 
maining two-thirds appeared happy and 
well adjusted. Most of the children in 
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his series, as in ours, showed undue- 
conscientiousness and fastidiousness be- 
sides having above average intelligence. 

In our cases Azulfidine® proved to be 
the most efficacious of the sulfa drugs. 
We also found the steroids to be very 
helpful in effecting a remission. In the 
fulminating case it was frequently life- 
saving. The mechanism of its action is 
not definitely known. Lagercrantz be- 
lieves the drug is beneficial because he 
considers the disease to be a “hyper- 
sensitivity reaction” rather than a pri- 
mary infection. In the twenty-one pa- 
tients given steroids by Schlesinger, 
there were five remissions, no improve- 
ment in three, death while receiving the 
drug in two, In those patients still re- 
ceiving the steroids, five had symptoms 
and six were well. 

Lagercrantz considered psychotherapy 
important, but feels that it does not di- 
rectly influence the pathological process 
or the course of the disease. In Schle- 
singer’s series, formal psychotherapy 
was ordered in five cases but completed 
in only one, with an effective remission. 
He found superficial or informal psy- 
chotherapy with a_ single physician 
better than the formal type. None of our 
cases received formal psychotherapy. 

As in adults, surgery is required for 
the ten to fifteen percent of patients 
who develop complications not amenable 
to medical treatment, in the acute ful- 
minating type of the disease and in the 
chronic debilitating form in which there 
are irreversible changes in the colon, 
failure of medical treatment and chronic 
invalidism. 

It is well known that carcinoma oc- 
curs with much greater frequency in 
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colitis patients than in non-colitis pa- 
tients. The characteristic chronicity of 
the disease and its potentially long dur- 
ation in this young group increase the 
hazard of subsequent development of 
malignancy. As in adults, radical sur- 
gery is, therefore, mandatory in those 
cases in which malignancy is suspected. 

In Lagercrantz’s series, nineteen of 
the one hundred thirty-seven patients 
died and 8.8 percent of those that sur- 
vived were severely handicapped. He 
concluded that those patients in whom 
the symptoms lasted longer than nine 
years seldom recovered. There was an 
incidence of malignancy of 4.4 percent 
in his series. Five of his patients had 
ileostomy and colostomy done _ with 
good results. In Sloan’s series of two 
thousand cases, eighty percent after be- 
ing’ diagnosed lived five years or more 
and seventy percent lived ten years or 
more. 

Schlesinger, in his series of sixty 
cases, presented the following statistics 
as to prognosis of the disease as re- 
lated to its clinical course. One patient 
died after an acute fulminating attack. 
Of thirty in the chronic intermittent 
group three died, nine remained sympto- 
matic and eighteen were well. Of 
twenty-one of the chronic continuous 
group, one died, twelve remained symp- 
tomatic and eight were well. Four pa- 
tients had a single attack with a com- 
plete remission. Four patients remained 
well on steroid therapy. Of his sixty pa- 
tients, fifty-five percent were well ten 
years after the onset of their illness. 
Two patients died of carcinoma of the 
colon at the ages of twenty-three and 
twenty-seven, respectively. 
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Although ulcerative colitis usually 
has its onset between the ages of 
twenty and forty, it is not uncommon 
in children and young adults. Its 
average incidence in the young is 
about seventeen percent. The clinical 
course, findings, complications and 
treatment in children are about the 
same as in adults. 


Conclusion 





Ulcerative colitis is a serious condi- 
tion at all ages. It is more so in the 
young because of its characteristic 
chronicity and its potentially longer 
duration with a greater incidence of 
serious complications and increased 
hazard of subsequent development of 
malignancy. 
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— of the external sphinc- 
ter ani muscle, with its usually severe 
concomitant pain, occurs as a result of 
a variety of conditions, some of them 
relatively minor when compared to the 
degree of pain involved. 

Among the most frequent causes of 
spasm are the following: (a) ANAL 
PATHOLOGY: anal fissure, irritation of 
acutely inflamed or prolapsed hemor- 
rhoids, cryptitis, papillitis, trauma; (b) 
POSTOPERATIVE: after hemorrhoidectomy 
or other operations involving incision 
of the anal mucosa or marginal skin 
lying within the grasp of the sphincter; 
(fistulectomy rarely causes spasm be- 
cause the sphincter may be partially or 
completely divided) ; (c) SPASM OF PSY- 
CHOGENIC ORIGIN which occurs in pa- 
tients who are “rectum conscious,” who 
are in fear of examination, or who are 
carcinophobic, 

The neurophysiology of anal pain can 
best be appreciated by a summary of the 
nerve pathways along which anal pain 
(Vol. 11, No. 4) AUGUST, 1960 


Spasm of the External 
Sphincter Ani Muscle 
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impulses are mediated, and an analysis 
of pain perception. 

The rectum and internal sphincter 
are innervated through the thoraco- 
lumbar sympathetics. With these we are 
not here concerned. The anal canal, on 
the other hand, including perianal skin, 
external sphincter ani muscle, and the 
mucocutaneous lining, is innervated 
chiefly through the third and fourth sac- 
ral nerves and the pudic nerve by its 
hemorrhoidal branch. These contain 
both motor and sensory fibers as well 
as some sympathetic nerve filaments. 
For the most part, the fibers of the ex- 
ternal sphincter muscle are voluntary. 
Its voluntary action is to oppose or 
complete the act of defecation. 

The pain of anal spasm from what- 
ever cause, whether fissure or post- 
operative, on analysis can be broken 
into two elements. One is the primary 
sensation which traverses the sensory 
nerves from the point of stimulation to 
the thalamus and its cortical radiations. 
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This is called the apperceptive element. 
The second is the psychic component, 
or the appreciation of the unpleasant- 
ness of the sensation, and includes a 
pattern of reaction. In other words, 
there is not only perception but an emo- 
tional overtone as well. This was first 
recognized by Head! and described by 
Sherrington,? who defined pain as the 
“psychic adjunct of an imperative pro- 
tective reflex.” 

As a consequence of this analysis, two 
‘’ avenues of pain control may be consid- 
ered: the first is by blocking the con- 
duction of pain from its point of origin 
to the central nervous system; the sec- 
ond is central control. making use of 
analgesics, opiates and central blocking 
agents. These raise the pain threshold 
and alter the reaction pattern. As a re- 
sult, the patient notes pain as a sensa- 
tion but it does not disturb him unduly. 
Sedatives have this effect, as may tran- 
quilizers. 

This category of pain relief (i. e., 
psychic) is thus mediated by (1) re- 
duction of the intensity of perception of 
the pain (analgesic action) and (2) by 
decreasing the appreciation of the pain- 
ful stimulus and altering the pattern of 
response including the amount of ac- 
companying emotionalism (tranquilizing 
action). 

In addition to these methods, the 
desideratum in the case of sphincter 
spasm would be to obtain a decrease in 
the painful stimulus at its point of 
origin, in this case a decrease of sphinc- 
ter contraction. In this connection, a 
study was made employing a new drug, 
carisoprodol, [Soma _  (N-isopropyl-2- 
methyl-2propyl-1, 3-propanediol di- 
carbamate)] which is a _ derivative 
of meprobamate (obtained by replacing 
a single hydrogen with an isopropyl 


group). It has been shown that this 
drug does not exert any blocking effect 
at the myoneural junction. It effects 
muscle relaxation by affecting the cen- 
tral nervous system, and reduces pain 
perception by affecting the centers con- 
cerned with pain perception.* In addi- 
tion, it is claimed to have some tran- 
quilizing action. 

Material and Methods A total of 
74 cases were studied. Twenty-four were 
postoperative, received carisoprodol, and 
were compared (Table J) with 24 post- 
operative patients treated in a routine 
postoperative manner, without the drug. 
Comparison was made as to the fre- 
quency of need for narcotics, require- 
ment of catheterization, occurrence of 
complaints by the patient of painful 
sphincter spasm and pain associated 
with the first bowel movement. 

A third group (24 cases) of non- 
operative painful spasm received cariso- 
prodol and were observed (Table II) 
for subjective evidence of decrease in 
pain and digital impression of decrease 
in spasm. Objective studies with accur- 
ate measurement of variations in sphinc- 
ter tension, using an anal tensiometer 
of special design for this purpose, are 
projected for presentation in a_ sub- 
sequent report. 

The surgical group were unselected, 
consecutive cases. They received spinal 
anesthesia, hemorrhoidectomy by dissec- 
tion-ligation-excision technic; some re- 
ceived additional excision of fissure, 
fistula or hypertrophied papillae. 

The routine postoperative care re- 
ferred to consisted of the following: day 
of operation—flat 5 hours, fluids ad lib., 
low residue diet, permitted to stand, 
with aid, to void (males), Demerol® 
75 to 100 mg. by injection every 3 to 
5 hours as required, 
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TABLE | 


Number of patients with painful 
sphincter contractions 

Patients requiring one or more 
catheterizations 

Patients having first bowel movement on 
each postoperative day 


Degree of pain with first bowel movement 


Average number of hypodermic doses of 
narcotics to each patient 

Total number of doses 

Side reactions 


POSTOPERATIVE SPASM 


TREATED GROUP CONTROL GROUP 
24 CASES 24 CASES 
4 10 
6 8 
Ist day 0 0 
2nd day 18 19 
3rd day 5 4 
Later 1 1 
Severe 3 6 
Moderate 6 5 
Mild 15 13 
15 25 
36 60 
0 0 





NONOPERATIVE CASES OF SPHINCTER SPASM 


SUBJECTIVE RELIEF OF PAIN AND REDUCTION OF SPASM 


TABLE Il 

NUMBER OF TYPE OF RESULTS 
CASES. CASE EXCELLENT 

f Fissure 1 

9 Hemorrhoids 1 

5 Anal inflammation 1 

6 Psychogenic 2 

27 5 





MODERATE NOT IMPROVED SIDE EFFECTS 
2 4 0 
5 3 0 
4 0 0 
2 1 i 


—_ 
w 
co | 
_ 


(* Dizziness which ceased on reduction of dosage.) 


In the group treated with carisoprodol, 
patients received 350 mg. of the drug 
four times a day and the nurse was in- 
structed not to give Demerol or other 
On the 
first postoperative day codeine, one-half 
grain, was given orally if required: 
mineral oil, one ounce; bathroom privi- 
leges, and boric acid ointment on rectal 
dressings. The operative dressing and 
packing were removed on the morning 
(Vol. 11, No. 4) AUGUST, 1960 


narcotics unless unavoidable, 


of this day. On the second day post- 
operative sitz baths were given twice, 
the patients were allowed out of bed 
and, if no bowel movement occurred, 
two ounces of milk of magnesia were 
given. On the third day (fourth in some 
cases) the patients were discharged for 

follow-up and dilatations at the office. 
Comment Table | (the operative 
group) indicated a decrease in sphincter 
spasm, a very slight decrease in cathe- 
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terizations (not significant), no signifi- 
cant change in the day of the first bowel 
movement, a decrease in the number 
of patients with severe pain at the first 
bowel movement, a definite decrease in 
the number of doses of narcotic given 
hypodermically on the day of operation. 
There were no important side reactions 
in the entire series. 

An sidelight the 
amelioration of a postspinal headache 
in one patient receiving carisoprodol. 
This type of headache is believed to be 
due to stretching of the dural sinuses 
located at the base of the brain, but it 
is usually associated with muscular 
spasm at the back of the neck. It is 
probably this latter which responded to 
therapy. 

Table II indicates that in the group 
of nonoperative cases of sphincter 
spasm, 5 had excellent improvement, 13 
moderate, and 8 no improvement. 


interesting was 


There were no side effects in these 
cases except for one patient who com- 
plained of dizziness which subsided 
when the dose was decreased to 350 mg. 
twice daily. 

The cases of psychogenic spasm in- 
cluded a case of menstrual tension with 
sphincterospasm, a case with tenseness 
of arms and legs as well as sphincter, a 
case of spastic colitis and one of ulcera- 
tive colitis with lower back pain and a 
strong psychogenic overlay. In this case 
there was concomitant improvement in 
the lower back pain, Several patients 
reported that they felt less anxious. 

The smaliest degree of improvement 
was in cases of fissure in which no sur- 
gical or anesthetic intervention was 
made. An intermediate degree of im- 
provement was observed in cases of 
spasm due to hemorrhoids, The best 
results were in the anal inflammation 
and psychogenic groups. 


Summary 


Fifty-one patients treated with car- 
isoprodol showed a decrease in pain 
due to external sphincter spasm 
caused by hemorrhoids, anal inflam- 
mation, and psychogenic causes; and 
in anal postoperative cases, as com- 


pared to a control group. The effect 
appeared to be due to a combination 
of analgesia, decrease in sphincter 
spasm, and some degree of tranquiliz- 
ing action. 
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Appendices Epiploicae 


A ftections of epiploic ap- 
pendages are probably more common 
than is generally appreciated. First de- 
scribed by Vesalius as an anatomical 
entity in 1543, the appendix epiploica 
has been generally recognized as a 
source of intraperitoneal pathology 
since the start of this century, even 
though sporadic instances had been re- 
ported prior to that time. It is inter- 
esting to note that from the historical 
standpoint, the vermiform appendix 
had undergone a similar evolution. Iso- 
lated reports of the recognition of ap- 
pendicitis as a clinical entity had ap- 
peared in the world literature during 
the nineteenth However, it 
wasn’t until Reginald Fitz* had de- 
scribed the clinical and pathological 
features of appendicitis in 1886 that it 
became generally accepted as a disease 


century. 


entity, and one requiring surgical inter- 
vention for prompt recovery. But there 
the similarity ends. Appendicitis has 
become a fashionable and common sur- 
gical diagnosis. On the other hand, the 
appendix epiploica is ordinarily neg- 
lected as a possible source of abdominal 
symptomatology. A good indication of 
the neglect of this clinical entity is af- 
forded by a random perusal of surgical 
and pathological textbooks. None of 
(Vol. 11, No. 4) AUGUST, 1960 
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the following consider the epiploic ap- 
pendix and its pathology worthy of 
mention. 


TEXTS NOT LISTING 
"APPENDIX EPIPLOICA" 


PATHOLOGY 
1. Ackerman—Surgical Pathology (1959). 
2. Schafer—Pathology in General Surgery 
(1950). 
3. Boyd—Pathology for the Surgeon (1955). 
4. Anderson—Pathology (1953). 
SURGERY 


1. Horsley and Bigger—Operative Surgery 
1953). 

2. Cole and Elman—Textbook of General 
Surgery (1952). 

3. Christopher—Textkook of Surgery (1957). 

4. Allen, Harkins, Moyer, Rhcads—Surgery, 
Principles and Practice (1957). 

5. Bailey—Emergency Surgery (1958). 


It must not be implied that diseases 
of these two vestigial structures are 
equally common and of similar serious- 
According to Bearse,' the inci- 
dence of epiploic appendicitis is only 
0.2 percent of that of acute vermiform 


ness. 


appendicitis. This figure seems to be 
unduly low. Loose intraperitoneal 


bodies, which originate from torsion and 
subsequent separation of appendices 
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epiploica, are not uncommon incidental 
findings at celiotomy. This suggests 
the probability of numerous, relatively 
mild, and therefore overlooked, epi- 
sodes of local peritonitis caused by an 
acute affection of an appendix epiploica. 

Anatomy and Physiology The ap- 
pendix epiploica has been described as 
a pedunculated peritoneal sac, filled with 
fat and coming off the colon from the 
vermiform appendix to the rectum. 
These fat pads, essentially hernias of 
the visceral peritoneum, vary greatly 
in size, shape, and width of the base. 
They come off the colon in one or more 
rows, along the anterior or medio-pos- 
terior tenia. Traversing the fat, one 
may find a branch of the circular artery 
which supplies the subjacent colon and 
its accompanying vein. 

The function of these appendages has 
not been satisfactorily explained. Several 
theories have been suggested, such as 
that of protection against infection, 
depot for the redundant circular vessels 
during the stage of colonic collapse and 
protective cushion during peristaltic 
motion. 

Clinical Features 
Lynn et al,° there is no sex difference in 
all of the reported cases (156). The 
vast majority of the surgically-treated 
patients fall in the middle decades of 
life. Obesity seems to be a strong pre- 
disposing factor. And the only pre- 
adolescent case reported was that in an 
extremely obese 12-year-old boy. A 
perusal of the English literature has dis- 
closed a total of 189 cases whose symp- 
tomatology was of a severity sufficient 
to warrant surgical intervention. 

The site of pathology was: 


According to 


1. Right colon 40% 
2. Transverse colon 8% 
3. Left colon 52% 


The signs and symptoms will depend, 
primarily, upon the site and severity of 
the pathology. These may vary from 
mild pain, tenderness, anorexia and 
nausea, to those of a severe excruciating 
clinical picture of acute intestinal ob- 
struction. 


CLINICAL FEATURES—189 CASES 


Pain 70% 
Nausea 50% 
Vomiting 32% 
Tenderness 96% 
Guarding 84% 
Rebound tenderness 10% 
Palpable mass 40% 


PREOPERATIVE DIAGNOSIS 


Acute appendicitis 64% 
Diverticulitis 13% 
Twisted ovarian cyst % 
Acute cholecystitis 3% 
Intestinal obstruction 2% 
Epiploic appendicitis 3% 
Miscellaneous 9% 


The pathogenesis may be effected in 
one of the following ways: 

1. Torsion and inflammation. 

2. Incarceration or strangulation 

within a hernial sac. 

3. Adhesion to visceral or parietal 
peritoneum with secondary intes- 
tinal obstruction. 

4. Bleeding into the peritoneal cav- 
ity. 

The following case histories will serve 

as illustrative examples. 

1. S. K. (Mt. S. H. 26871), a 43-year- 
old white male, was admitted to the 
hospital for investigation of pain and 
tenderness in the left lower quadrant 
of the abdomen of two weeks’ duration. 
There were no changes in bowel habits, 
no melena, no anorexia, no nausea or 
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vomiting, and no fever. Physical 
examination revealed no abnormalities 
except for moderate tenderness in the 
left mid-abdomen. No masses were pal- 
pable. There was no evidence of any 
herniation. Barium enema examination 
revealed a pressure defect of the lateral 
wall of the sigmoid colon. The pre- 
operative diagnosis was an intramural 
tumor of the sigmoid, most likely a 
leiomyoma. Celiotomy disclosed a 
twisted, gangrenous appendix epiploica 
approximately 34 of an inch in diameter 
plastered down to the left anterior wall 
of the sigmoid colon with secondary in- 
flammation involving the bowel wall, 
and incomplete obstruction. 

Three additional 
sion and inflammation are worth men- 


instances of tor- 


tioning at this time. Two of these have 
been reported previously.® In both in- 
stances, the patients were explored with 
a clinical diagnosis of acute appendicitis. 
In each case, the pathology proved to 
be an infarcted epiploic appendage com- 
ing off the ascending colon. An addi- 
tional case history is worthy of note. 

F. L. (St. F. H. 132228), a 57-year- 
old male was admitted because of pro- 
gressive pain in the right lower quadrant 
of his abdomen of one day’s duration, 
unassociated with anorexia, nausea or 
vomiting. Examination revealed local- 
ized tenderness with rebound tender- 
ness, but no mass was palpable. A diag- 
nosis of acute appendicitis was made and 
the patient was explored. The pathology 
proved to be an infarcted appendix 
epiploica of the cecum. The vermiform 
appendix was innocuous. 

2. F.G. (St. F. H. 130175), a 60-year- 
old white female was admitted to the 
hospital with an_ incarcerated left 
femoral hernia of several day’s dura- 
tion. At surgery a gangrenous epiploic 
(Vol. 11, No. 4) AUGUST, 1960 


appendage was found within the sac. 
Excision of the appendage and hernior- 
rhaphy was followed by a benign con- 
valescence. 

An unusual instance of prolapsing 
epiploic appendage has been reported 
by Gear. The appendage prolapsed into 
the vagina via a culdoscopy opening and 
led to symptoms of peritonitis. 

3. S. P. (Mt. S. H. 99053), a 63-year- 
old white female, was recuperating from 
a subtotal gastrectomy when signs and 
symptoms of a partial, high intestinal 
appeared. Attempts at 
passing of a long tube into the small 
bowel failed. After several days’ delay, 
exploration was deemed indicated. At 
surgery two appendices epiploicae, com- 
ing off the transverse colon, were found 
adherent to the undersurface of the 
Trapped underneath this 
fatty bridge was a loop of mid-jejunum, 
occluded by the 
edematous fatty appendages. The ap- 
pendices were removed and the patient 
made an uneventful recovery. 

In retrospect, numerous instances of 
intraperitoneal bridges come to mind, 
extending from an appendix epiploica 
to the parietal peritoneum and caus- 
Kirsh 
and Drosd* report an instance of an 
incomplete 


obstruction 


umbilicus. 


almost completely 


ing an intestinal obstruction. 


obstruction 
caused by a long appendage which had 
entwined itself around a loop of sigmoid 
colon. The majority of practicing sur- 
geons have undoubtedly encountered 
similar experiences. 

4. J. R. (53885), a 58-year-old white 
male, was admitted to the hospital with 
a clinical picture of acute appendicitis 
of three hours’ duration. At surgery the 
peritoneum was found to be filled with 
blood. The bleeding had originated 
from an appendix epiploica coming off 
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the mid-sigmoid. The patient denied 
any history of trauma. This is the only 
case on record of massive bleeding from 


an appendix epiploica.’ The exact 
pathogenesis was never adequately ex- 


plained and still remains obscure. 


Summary 


1. During the past five years, this 
author has personally encountered six 
instances of acute affections of ap- 
pendices epiploica of sufficient sever- 
ity to warrant operative intervention. 
Undoubtedly, numerous instances of 
similar, but milder and _ transient 
episodes were treated expectantly 
and never diagnosed. Numerous sur- 
geons can probabiy testify to a sim- 
ilar experience. 

2. Lynn et al. reported only 17 
cases of symptomatic, and 129 asym- 
tomatic, appendices epiploicae dur- 
ing a 13-year period ending in 1953. 
These authors reviewed the litera- 
ture at that time and found only 156 
reported cases requiring surgery. This 


is most likely not a true reflection of 
the real incidence of symptomatic 
diseases of these appendages. Un- 
doubtedly, many instances are never 
reported, some are missed at surgery 
and many more are never diagnosed 
because the pathology is mild and 
transient. 

3. The clinical aspects of epiploic 
appendicitis are briefly reviewed in 
this paper. Pertinent case histories 
are presented. 

4. When operating for acute ap- 
pendicitis, if the appendix appears 
benign, the surgeon would do well 
to explore the colon for the possible 
presence of an infarcted epiploic 
appendage as the source of symptoms. 
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“p : 
rophylactic surgery” is 
the phrase coined by Edward S. Judd’ 
for the new field of treatment in di- 
verticulitis. There is probably no other 
disease in which the therapeutic treat- 
ment has been so completely revolu- 
tionized in such a relatively short pe- 
riod. 

Twelve to fifteen years ago, divertic- 
ulitis was thought to be a relatively 
rare condition, easily handled by con- 
servative treatment in the majority of 
cases, Surgery was felt to be necessary 
only rarely, and then only for the com- 
plications. Such past indications for 
surgery were: 

1. Fistula Formation 

ternal). 

2. Abscess Formation. 

3. Perforation. 

4, Obstruction. 

5. Hemorrhage. 

To this must be added the surgery 
indicated when there was a question of 
(Vol. 11, No. 4) AUGUST, 1960 


(external, in- 


malignancy. Surgery, when it was per- 
formed, consisted of a colostomy in most 
instances, which the patient was doomed 
to bear for long periods of time if not 
permanently, Rarely was the involved 
segment removed and then only with an 
associated alarmingly high mortality. 

Diverticuli formation is primarily a 
degenerative disease and with the in- 
creasing incidence of the diverticuli be- 
ing directly proportional to the increase 
in average age of the population, more 
and more thinking men began to be dis- 
turbed by the increasing number of 
these patients being admitted on mul- 
tiple occasions for so-called conserva- 
tive management. Babcock,? in 1941, 
was an early exponent of extension of 
operative treatment to include many 
more cases. Pemberton, Black and 
Maine,*® in 1957, pointed out that the 
involved portion of the colon must be 
removed in order to cure the disease. 
Their procedure of choice was the mullti- 
stage operation with a six-month wait- 
ing period after the establishment of 
the diverting colonic stoma before re- 
section was performed. They accepted 
the long time away from work, long 
hospitalization and multiple operations 
as inevitable. Boyden,‘ in 1950, was the 
first to advocate treating the disease by 
a one-stage procedure and pointed out 
that the interval of treatment could 
thus be shortened considerably. 

In the past few years, many surgeons 
have changed their thinking to earlier 
resection and the use of the one-stage 
procedure in treating diverticulitis. They 
have done so with remarkably low mor- 
bidity, mortality and complications. 
Claude Welch® reports a three percent 
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mortality in one hundred sixty oper- 
ations. Colcock® has had no deaths in 
his series of one-stage procedures. Judd’ 
has treated eighty-seven percent of his 
cases in the past six years by the one- 
stage procedure and had one death in 
the one hundred thirteen cases treated 
this way. The one death was not related 
to either the disease or the operation. 
He has become a prime advocate of 
early surgery before complications oc- 
cur, and the use of the single curative 
operation. 

The authors, in arriving at a course 
of action in their own practice, made a 
thorough study of the disease and came 
up with the following facts and con- 
clusions. 

Diverticulitis is essentially a degen- 
erative disease with the change taking 
place in the bowel wall at points where 
the blood vessels penetrate the muscu- 
laris and increasing in frequency with 
increase in age. In addition, the condi- 
tion is aggravated by retention of hard 
stool or flatus, particularly in the sig- 
moid. These diverticuli occur in the sig- 
moid or rectosigmoid seventy three per- 
cent of the time, the rectum two point 
six percent, cecum four point six per- 
cent and the remainder of the colon 
nineteen point eight percent (see Figure 
1). About fourteen percent of the pa- 
tients with diverticulitis have them 
throughout the colon. The average age 
of patients with diverticulitis is between 
fifty-five and sixty years, with two-thirds 
of the patients over eighty-years-old hav- 
ing diverticuli, and one-third of these 
showing evidence of diverticulitis. Five 
percent of the people over forty-years- 
old have diverticuli and probably fifteen 
percent of these develop diverticulitis. 
The disease is found to be more frequent 
in males in a ratio of 1.5 to 1. Diver- 
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ticulitis is a rare occurrence outside of 
the sigmoid, being limited to this por- 
tion of the colon in ninety-five percent 
of the cases. The most important ob- 
servation, however, is that the disease is 
characterized by a tendency to persist 
or relapse with perforation, peritonitis, 
abscess, fistula formation, hemorrhage 
or obstruction. Two-thirds of the pa- 
tients that manifest the 
have recurrences. 

In the past few years, many surgeons 
have proven that primary one-stage re- 
section of the diseased colon can be per- 


disease will 


formed with a minimum of morbidity 
and mortality. Much of the credit for 
being able to do this must be given to 
improved fluid balance and blood vol- 
ume antibiotics 
bowel sterilization, improved pre- and 
postoperative care and improved anes- 
thesia. 


controls, newer for 
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In view of our findings, we now list 
our indications for surgery as follows: 

(1) One or more attacks of diver- 
ticulitis in patients under fifty-years-of- 
age. We feel that the disease is more 
virulent in the younger patient and he is 
more apt to develop serious complica- 
tions at an early date. Also, he has 
more time in which to develop compli- 
cations, These patients should be oper- 
ated upon after the first manifestations 
of the disease occur. 

(2) Recurrent attacks (two or more) 
in patients over fifty-years-old, in spite 
of conservative measures of low residue 
diet and strict bowel habits. These older 
patients often have a less virulent dis- 
ease and should be given a trial con- 
servative program. With a second recur- 
rence, however, surgery should be in- 
stituted, 

(3) Whenever there is any question 
of malignancy whether symptoms are 
present or not. 

(4) Urinary tract symptoms in the 
presence of diverticulitis. These would 
include frequency, burning, air bubbles 
in urine or costal-vertebral angle ten- 


derness. 
(5) Presence of complications, in- 
cluding fistula, abscess, perforation, 


peritonitis, obstruction or hemorrhage. 
Many of these patients will continue to 
present themselves to the doctor after 
the complications have 
curred, 

We advocate as 


already oc- 


the 


treatment of 


choice an elective one-stage resection 
with end-to-end anastomosis without 
proximal colostomy or cecostomy. This 
is performed after a thorough chemical 
and mechanical bowel preparation when 
the patient’s general condition is at its 
prime, paying strict attention to surgical 
principles and using the antibiotics only 
as an adjunct, not as a substitute. Stress 
must be laid on an adequate resection, 
because leaving only one diverticuli can 
lead to future recurrences and complica- 
tions. The presence of a fistula is not a 
contraindication to a one-stage pro- 
cedure, even if it affects the bladder. 
Many times, even though some rather 
acute symptoms exist, a primary resec- 
tion can be safely carried out. A lower 
abdominal incision should always be 
carried out with this possibility in mind, 
before deciding one hundred percent on 
a defunctioning colostomy when a ques- 
tion of complications is present. The 
one-stage procedure is most important 
to the patient since it considerably re- 
duces hospitalization, loss of time from 
work, expenses to the patient and over- 
all disability. 

One must not lose sight, however, of 
the other procedures that are available 
when serious complications are present. 
The defunctioning colostomy, cecostomy 
or exteriorization procedures will con- 
tinue to have their rightful place in the 
treatment of complicated diverticulitis, 
with eventual complete eradication of 
the diseased bowel. 


Summary 


There has been a rapid evolution 
of the thinking in the treatment of 
diverticulitis over the past twelve to 
fifteen years: from the thought that 
it was a rare disease treated primarily 
(Vol. 11, No. 4) AUGUST, 1960 


conservatively; with the use of sur- 
gery (meaning colostomy) entering 
in only when severe complications 
occurred and then with overall poor 
results, to the present feeling of early 
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surgery before complications occur, 
using a one-stage resection. This has 
been made possible by modern ad- 
vance in blood volume and fluid bal- 
ance control, improved pre- and post- 
operative care, improved antibiotics 
and improved anesthesia. The result 
is that the hospitalization, disability, 
time away from work, and expenses 
have been decreased tremendously; 
and multiple operations with the ac- 
companying suffering have been 


eliminated. The indications for sur- 
gery of diverticulitis are now: 

1. One or more attacks of diverticu- 
litis in patients under fifty years of 
age. 

2. Recurrent attacks (two or more) 
in patients over fifty years of age. 

3. Whenever there is a question of 
malignancy. 

4. When associated with urinary 
tract symptoms. 

5. Presence of complications. 
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Multiple polyposis in the transverse splenic flexure and descending colon. 
Specimen is suspended to show size and length of polyps. (after Bacon) 
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GUEST EDITORIAL 


IMAGINATION IN THE SURGICAL REMOVAL OF HEMORRHOIDS 


From the patient’s point of view, 
hemorrhoidectomy has a bad reputation. 
The reasons are obvious when one con- 
siders that— 

], Any intern will readily assume the 
responsibility for this type of surgery. 

2. Many general practitioners include 
hemorrhoidectomy under the heading 
of “minor surgery” and do not hesitate 
to operate, 

3. The general surgeon considers this 
procedure to be simple, and subject to 
his traditional training and technique 
acquired during the course of his gen- 
eral experiences. 

4. And unfortunately, we cannot for- 
dessication 


get the needle electrode 


therapy employed by chiropractors 
which is not called surgery but termed 
a “burning procedure.” 

The above efforts result in all types of 
wounds, healing under various condi- 
tions. Nature finally manages to fashion 
a scar of some kind with more or less 
morbidity—more or less functional ca- 
pacity, often with the need for repeated 
surgery, sometimes with the probability 
of irreparable damage to the part. The 
end results of these efforts are often 
marked by extreme pain, loss of good 
function or a repetition of the symp- 
toms. These are reasons why the pa- 
tient is not easily persuaded to submit 
to rectal surgery. The aftermath as de- 
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scribed has been discussed again and 
again by persons in all walks of life. The 
patient therefore waits until bleeding, 
pain and/or protrusion are of such ad- 
vanced position as to be unbearable be- 
fore seeking surgical relief. Naturally 
when he finally reaches the operating 
table, the advanced pathology is of such 
a state as to necessitate more extensive 
surgery, followed by excessive after pain 
and discomfort and, at last—the fears 
of the patient have been fully sub- 
stantiated. 

We have, on numerous occasions, at- 
tempted to point out the value of early 
recognition of pathology and early deli- 
cate surgery in previous articles. It is 
understood that it is not easy to’ per- 
suade a patient to undergo surgery when 
symptoms are not manifest, but this is 
just what must be done. This attitude 
must also be assumed in relation to can- 
cer — precancerous conditions, 
when symptoms are nil. The early rec- 
tal polyp and early carcinomatous pro- 
liferative growths may persist for a con- 
siderable period of time sans symptoms. 
These are discovered (if they are) dur- 
ing a routine proctologic examination. 
This argument may also be presented 
for the anal papilla before it tears and 
becomes part of a fissure or ulcer with 
neighboring infected hemorrhoids. 


etc., 


Many years ago, Dr. Ernest Miles of 
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London, drew attention to the standard 
blood distribution in the anorectum as 
related to internal and external hemor- 
rhoids. 
sources of blood supply to the primary 
hemorrhoids, namely the right posterior, 
left lateral and right anterior. The lat- 
ter (right anterior) is referred to by 
him as being “discrete” and without the 
usual presence of satellites or branches. 


It refers to the three main 


This is in direct contrast to the common 
pattern of the right posterior and left 
lateral hemorrhoids where both com- 
monly present an anterior and posterior 
branch, and the latter not infrequently 
presenting even another or third an- 
terior branch. 

In the surgical correction of hemor- 
rhoids, it will be very clear that the 
ligature operation which should cut off 
the flow of blood to the primary hemor- 
rhoid, also must affect the secondary 
hemorrhoids if present, to the extent 
that atrophy of this distal circulation 
occurs with subsequent relief of edema 
and swelling and reestablishment of cir- 
culation to the neighboring parts. For 
this reason, it should rarely be neces- 
sary in the employment of the ligature 
technique to ligate more than the three 
primary vascular radicles. This should 
simplify our concept of the hemorrhoi- 
dectomy. The commonly practised at- 
tempt at removing as much or all of the 
edematous and prolapsed tissue avail- 
able, should be modified. There should 
indeed be a fine distinction in identify- 
ing hemorrhoidal tissue, edematous skin, 
associated ulcers and papillae, the degree 
of prolapse, etc., as well as the fusion 
of hemorrhoidal masses as they present 
outside the anus. The ligature, when 
properly applied, may encompass enough 
of the hemorrhoidal tissue with its feed- 
ing blood supply and enough of the 





super-lying rectal mucosa to retrieve the 
slack and correct the prolapse. In ten 
to fifteen days postoperative, depending 
upon the thickness of the pedicle ligated, 
the stump will slough away leaving a 
Subse- 


quent healing should provide a satisfac- 


smooth, granulating surface. 
tory scar with correction of the pro- 
lapsed portion of mucosa associated with 
the hemorrhoid. 

Should a second surgery be indicated, 
it will be found that after four to six 
weeks, the anal pattern will be quite 
amenable to any further correction, and 
stubborn or fibrous skin tabs or minor 
thrombosed areas may be excised with 
little or no postoperative discomfort on 
the part of the patient. This leaves a 
more satisfactory wound and with the 
minimum of morbidity. 

This concept of the removal of hemor- 
rhoids negates the need for excessive 
surgical repair with numerous catgut 
sutures and involvement of the sphincter 
muscles as well as extreme dilatation 
and trauma to these muscles. It must 
also be obvious that this concept pro- 
tects much of the perianal skin which 
is left to accommodate and aid in the 
function of the anus postoperatively. 

At the risk of appearing to propose 
unsound surgical measures, I suggest 
that even if there be some fragments of 
the internal hemorrhoidal tissue left-— 
that this need not pose a serious threat 
to the health of the individual. Hemor- 
rhoidal tissue may be normally found in 
all individuals. Distinction should be 
finely drawn between diseased or mor- 
hemorrhoids, ‘and 
small innocent segments of hemorrhoidal 
tissue which mark the final network of 
the circulation to the body trunk before 
it returns to the larger vessels once more. 

Imagination, therefore, plays its role 


phologically inept 
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in the surgical treatment of hemorrhoids 
to the extent that a concept of the anal 
vascular pattern must thoroughly be 
sketched in the mind. The pathology 
in relation to these vascular radicles 
will therefore require delicate differen- 
tiation which marks the surgical limits 
to be engaged. Equal attention to the 
preservation of normal skin and anal 
lining as well as innocent hemorrhoidal 
tissue should be the rule. This same 


attitude applies to the prolapsed rectal 
mucosa which is contiguous with the 
neighboring hemorrhoid in each quad- 
rant. Here, imagination plays its role 
in the realization that for good post- 
operative function there should be suf- 
ficient play in the mucosal lining so that 
the normal physiology of defecation may 
obtain without undue tension often 
caused by multiple sutures at this level. 


THOMAS ROY PEYTON, M.D., F.1.A.P. 
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Sagittal section through the male 
pelvis to show urethral fistulae 


A. Postmembranous Urethra to 


Rectum 


B. Prostatomembranous Urethra 


to Anal Perineum 
C. Bulbus Urethra to Perineum 
D. Bulbus Urethra to Scrotum 
E. Penile Urethra to Skin of Penis 
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Diverticulitis Coli versus 


A STUDY OF 1,000 INSTANCES COVERING A THIRTY-YEAR TIME PERIOD 


D iverticulitis coli is a disease 
of later life. It is becoming more com- 
mon as longevity in the United States 
is progressively increased. In the past 
decade, the average age at death of 
Americans has been increased to 69.2 
years. We as Coloproctologists must be- 
come increasingly aware of the serious- 
ness of the complicated recurring in- 
stance of diverticulitis coli and be pre- 
pared to properly care for this ever in- 
creasing number of patients suffering 
from this disease. 

Recently, a presentation was given by 
the author’® on this subject in which it 
was stressed concerning the grave 
danger of engrafting acute ulcerative 
colitis upon this disease entity. The data 
given in that presentation will not be 
repeated here. I wish to discuss with 
you diverticulitis coli from the viewpoint 
of the Coloproctologist. First, a review 
of the medical literature will be briefly 
presented upon this subject. Secondly, 
it is desired to present to you the re- 
sults of a year and a half study of the 
records derived from three urban hos- 
pitals in Los Angeles. These records 
were reviewed for the past thirty years 
and all proven instances of diverticulitis 
coli were collected. One thousand in- 


stances of this disease entity forms the 
basis of this report. Simple diverticulosis 
coli was present in 4.2 percent of all 
patients whose records were reviewed. 
Diverticulitis was present in 11.3 percent 
of instances of diverticulosis coli. Com- 
plicated recurring diverticulitis coli, 
fortunately, only occurred in 12.7 per- 
cent of proven, carefully studied ex- 
amples of diverticulitis. We will confine 
our discussion to the complicated re- 
curring type off diverticulitis. 

Most of the old theories concerning 
the etiology of colon diverticulosis have 
been largely rejected. The very great 
majority of instances of diverticulae of 
the colon are acquired after the age of 
forty years and are termed “false” since 
their walls are composed of usually just 
the mucosa and serosa of the colon. 
“True” congenital colonic diverticulae, 
in which all components of the normal 
colonic wall are present, are usually 
solitary, congenital in origin, never in- 
crease in number or size with increasing 
age, and are commonly found localized 
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in the cecum and ascending colon, Ex- 
cellent reviews of these “true” colonic 
diverticulae have been recently pre- 
sented by Regan and Benston,** Greaney 
and Snyder’’ and Daniels and Wood.'” 
The reader is recommended to read 
these three fine contributions, 

Today, little credence is given to the 
role that sedentary habits, increased in- 
traluminal colonic _ pressure, 
muscular colonic wall defects, poor 
peritoneal support of the colon, or con- 
stipation play as etiological factors in 
the formation of “false” or acquired 
colonic diverticulae. It is known that in- 
dividuals in certain families exhibit, 
from generation to generation, a suscep- 
tibility to the formation of colonic di- 
verticulae. These acquired lesions occur 
closely related to the colonic blood 
vessels as they perforate the muscularis 
on usually the antimesenteric surfaces. 
Commonly, “false” diverticulae first ap- 
pear about the age of forty years, 
equally in both sexes, and steadily in- 
crease in size and number as the years 
pass. Usually, these lesions are most 
frequently distributed in the distal left 
colon and the sigmoid colon. It is in this 
location that the great majority of in- 
stances of acute complicated diverticu- 


neuro- 
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Hollywood, California 


litis occur, These entities are more com- 
mon in the elderly obese patient. Bowel 
habits and somatic types of body build, 
prior to the age of forty years, ap- 
parently play little importance in the 
causation of diverticulosis coli. Although 
the great majority of these acquired 
colonic outpouchings are concentrated 
in the sigmoid colon, they may be wide- 
ly scattered throughout the entire large 
bowel, with the exception of the rectum. 
Usually, very few “false” diverticulae 
are encountered in the proximal colon. 

History Cruveilhier®? is stated to 
have been the first to record colonic 
diverticulae as a distinct anatomic en- 
tity. About forty-five years later, Haber- 
shon*? suggested that these lesions might 
possess clinical importance. In 1869, 
Klebs** noted the relationship between 
colonic diverticulae and vascular per- 
forations of the colonic muscularis. He 
further observed that these “acquired” 
entities did not have a muscular coat in 
their walls. In 1904, Beer,‘ reporting 
upon eighteen instances of colonic di- 
verticulitis, described as complications: 
obstruction, fistula, and perforation with 
abscess formation. He doubted that 
carcinoma rose from areas of diverticu- 
litis, He believed that these “false” di- 








verticulae were related to some type of 
muscular deficiency. Three years later, 
Mayo, Wilson and Giffin** reported 
upon five patients that the senior author 
had performed resection of the sigmoid 
colon for diverticulitis. They first 
demonstrated the living surgical patho- 
logical appearance of this disease. A 
decade later, William J. Mayo** classi- 
fide colonic diverticulitis into four cate- 
gories. He included as his fourth group, 
carcinoma developing in a colonic di- 
verticulum. He reported three colonic 
carcinomas coexisting in forty-two in- 
stances of diverticulitis, 
Diverticulosis Coli Acquired, 
“false,” colonic diverticulae have been 
variously reported as having an in- 
cidence of from three to ten percent of 
patients. Seven percent of all colonic 
roentgenograms at the Mayo Clinic*® re- 
vealed diverticulosis. The sex-ratio at 
the Mayo Clinic’ was 1.25 males to 1.0 
females, practically equal. Farmer and 
Wakefield’® cited the grave danger of 
attributing the symptoms of the irritable- 
colon-syndrome to coexisting colonic 
diverticulae. The manifestations of the 
syndrome are the result of disturbances 
in the autonomic nervous system. Good- 
win and Collins’® reported from the 
Cleveland Clinic that ninety percent of 
their patients with diverticulosis coli 
had their lesions localized to the sig- 
moid colon. Sixty-five percent were 
obese. Seventy-five percent of these 
lesions occurred in those patients over 
the age of fifty years. In 1955, Fagin*® 
reported upon his studies of 1,780 
colonic roentgen studies: Nineteen per- 
cent demonstrated diverticulae. Ninety- 
seven percent of instances occurred in 
individuals past the age of forty years. 
It must be stressed that a noninfected 
and noncomplicated instance of diver- 


ticulosis coli is quiescent and symptom- 
less, 

Diverticulitis Coli Divertic- 
ular infection ensues when the neck of 
its sack becomes blocked by intestinal 
contents and the normal free inflow and 
outflow of colonic material is stopped. 
This promptly sets up the “closed-loop” 
type of acute intestinal inflammation 
with its severe consequences, so fa- 
miliar elsewhere in the intestinal tract. 
Chronic and acute types of divertic- 
ulitis coli exhibit periods of complete 
return to normal colonic function for 
varying periods of time. The recurring 
type of lesion, with its frequent inflam- 
mation, is the troublemaker which ulti- 
mately produces extensive fibrosis of the 
surrounding colonic wall. As a con- 
sequence, resultant severe degrees of 
fibrosis occur that markedly deform and 
narrow the lumen of the colon, produc- 
ing finally various degrees of serious 
colonic obstruction, The other grave 
complications of perforation, abscess 
formation, and fistula are often later 
serious developments. 

Complications Fortunately, the 
complications of diverticulitis coli are 
not too commonly encountered. Nature 
has a marvelous way of silently healing 
many of these acute inflammations. 
Here, hospital records give a false pic- 
ture, because only those individuals with 
severe complicated diverticulitis will 
apply for treatment. Table I summarizes 
the literature on complications encoun- 
tered in this disease. In one-fourth of 
patients at laparotomy, it was grossly 
impossible to differentiate diverticulitis 
from colonic carcinoma.** In 1950, C. 
W. Mayo and Blunt** studied forty-six 
examples of colon—vesical fistulae. All 
developed from sigmoid colonic diver- 
ticulitis. Twenty-one patients passed fe- 
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TABLE | COMPLICATIONS OF DIVERTICULITIS COLI, 
AS REPORTED IN THE LITERATURE 
AUTHOR YEAR OBSTRUCTION PERFORATION FISTULA ABD.-MASS 
Reid & Workman” Summer, 23% 8% 
1955 Free-4 Pts. 
Brown’ Most- 15% 
191 Patients 1939 Serious vesical 
Morton” October, 34 Pts. 39 Pts. 22 Pts. 
111 Pts., 85 Complications 1946 
Pemberton et Al.” October, 30% 42% 36% 
144 Surgically Treated Pts. 1947 
Mayo, C. W.” November, Most- Most- 46-Bladder Most- 
202 Pts. 1953 Common Common 27-Skin Common 
Ponka et Al” February, 1% 5% 4% (Ileus- 
100 Pts. 1960 26%) 
Bacon & Berkley’ April, 19-Bladder 
243 Pts. 1960 
Collins April, 23.5% 26% 6.1% 31.4% 
This report, 1,000 Pts. 1960 


cal content through the urethra. Forty 
individuals demonstrated frank pneu- 
maturia which was promptly followed 
by a sever fulminating pyogenic body 
reaction. Counseller'' recommended, 
from his experience with the colon— 
vesical fistulae, that all required prompt 
surgical closure, since none would close 
and heal spontaneously. 

Signs and Symptoms of Diverti- 
culitis Coli The signs and symptoms 
of colonic diverticulitis result from three 
factors: 

(1) Intestinal tract spasms causing 
pain—the more severe if 

(2) Fibrosis and inflammation of the 
colonic wall is present, leading to vary- 
ing degrees of lumen obstruction and 
finally 

(3) Perforation 
with spillage outside of the colon of its 
infected lumen contents. 


of a diverticulum 


Occasionally, the lumen at the neck 
and the highly infective contents drain 
back into the colonic lumen with a re- 
sultant prompt subsidence of all signs 
and symptoms of inflammation. Fallis 
and Marshall,"* in 1950, stated that ap- 
pendicitis (at that time) was thirty-eight 
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times more frequent in occurrence than 
acute diverticulitis coli. Twenty percent 
of their patients had had previous sim- 
ilar attacks, Patterson,*? writing a year 
later, recorded in his 434 instances that 
half of them had abdominal pain, one- 
fourth complained of either vomiting or 
nausea, while one-seventh had constipa- 
tion, dysuria or fever, Mears, Judd and 
Martin,”® reporting from the Mayo 
Clinic in 1954, found only a two per- 
cent incidence of diverticulitis affecting 
the right colon. In their experience, this 
was usually a solitary, congenital, “true” 
cecal diverticulum in a patient for 
younger than the average age of the left 
sided acquired, “false,” colonic diver- 
ticular lesions. 

Farmer and Wakefield,’® in 1959, re- 
corded their studies at the Mayo Clinic 
on 221 patients with either diverticulosis 
or diverticulitis of the colon treated dur- 
ing the year of 1956. Thirty-seven per- 
cent required surgical measures to treat 
successfully their various complications. 
The 116 women were, on an average, 
older than the 105 men of this series. 
Only seven males and one female were 
less than forty years of age. Two hun- 
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INCIDENCE OF RECTAL BLEEDING IN DIVERTICULITIS COLI, 


AS REPORTED IN LITERATURE 


TABLE Il 

AUTHOR YEAR 
Ochsner & Bargen™ 1935 

(They Cite: Willard & Bockus) 
Turnbull® 1948 
Fallis & Marshall”* 1950 
Patterson, C. 0.” 1951 
Welch et Al* 1953 
Hoar & Bernhard* 1954 
Noer” 1955 
Reid & Workman® 1955 
Cattell et Al*® 1956 
Rushford® 1956 
Mobley et Al” 1957 
Boles & Jordan’ 1958 
Farmer & Wakefield” 1959 
Collins 1960 


This Report 


dred three individuals complained of a 
dull, intermittent, cramping pain in the 
left lower quadrant of the abdomen. 
Forty percent had fever at some period 
during their illness. Change of bowel 
habit occurred in twenty-two percent. 
A mild diarrhea was present in thirty- 
two percent, while forty-two percent 
were constipated. 

Clinical Course of Diverticulitis 
Coli According to Farmer and Wake- 
field,!® forty-one percent admitted hav- 
ing suffered previous similar episodes of 
identical symptomatology. Eighteen per- 
cent had had a previous roentgen diag- 
nosis of colonic diverticulitis. In forty- 
one percent, this was their initial attack 
of this disease. Only thirty-eight percent 
demonstrated clinical and roentgeno- 
logic findings pathognomic of acute di- 
verticulitis coli. Uncomplicated, healed 
diverticulosis was demonstrated in 101 
patients (forty-six percent). Forty-eight 
percent of the males and thirty percent 
of the females possessed roentgen 
evidence of acute diverticulitis colli. 
Both sexes were equally represented in 
the thirty-seven percent (eighty-one pa- 


DIVERTICULITIS BLEEDING 
? 5% 
? 18% 
151 6% 
94. 41% (Occult) 
434 65 Pts. 
? 15% 
111 (-itis.) 42 Pts. 
236 (-osis.) 16% 
68 20 Pts. 
? 29% 
? 35% 
6,000 17% 
1,970 7% 
300 5% 
221 20% All Causes 
5% from -itis only. 
1,000 28.9% 
(14.1% Occult) 


tients) who had complications, Sixty- 
one individuals had localized perfora- 
tion and subsequent abscess formation. 
One male had a free perforation with 
generalized peritonitis. Twelve demon- 
strated colonic lumen _ obstruction. 
Thirteen had fistulae, ten were sigmoid- 
vesical, two were sigmoid-vaginal, and 
one was sigmoid-abdominal wall. In ad- 
dition, one male had a sigmoid-extra- 
vesical fistula with a sigmoid colon 
carcinoma. Four males had had frequent 
Six 
women had rectosigmoid carcinomas in 


recurrences of their diverticulitis. 


areas of diverticulitis. One women had 
chronic ulcerative colitis. Thirty-one pa- 
tients (fourteen percent) were rapidly 
improved by the use of antibiotic ther- 
apy, usually penicillin and streptomycin. 

Melena Versus Diverticulitis Coli 
The earlier writers upon this subject 
were of the opinion that rectal bleed- 
ing occurred very rarely in diverticu- 
litis coli, but was common in instances 
of carcinoma of the left colon, Recent 
experience gleaned from the literature 
and from this study contradicts this 
opinion. Table II summarizes the liter- 
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ature upon this point and is used for the 
purpose of brevity. The significance of 
melena can not be overemphasized. 
When it can not be explained, it is far 
wiser to surgically explore the patient. 
The new radioactive chromium test of 
Barger® should be of great value in ac- 
curately determining the actual daily 
blood loss and should be more widely 
employed by investigators of this prob- 
lem. 

Carcinoma Versus Diverticulitis 





various authors on the relative incidence 
of colonic carcinoma in- 
stances of colonic diverticulitis, and vice 


in obvious 


versa. 

Ponka, Brush and Fox,*"’ in 1960, 
writing from the Henry Ford Hospital 
in Detroit, compared one hundred pa- 
tients with proven carcinoma of the 
sigmoid colon with one hundred other 
patients with proven colonic diverticu- 
litis. 

They concluded as follows: 


Find- 


Coli Table [II] tabulates the data from ings pointing to a diagnosis of carci- 
TABLE II] INCIDENCE OF ASSOCIATION OF CARCINOMA WITH DIVERTICULITIS 
COLI, FROM LITERATURE 
PTS. ASSOCIATED- 
PTS. WITH INCIDENTAL 
WITH ASSOCIATED COLON- DIVERTI- 
AUTHOR YEAR DIVERTICULITIS CARCINOMA CARCINOMA CULITIS 
Mayo, W. J., et al** 1907 42 13 
Rankin & Brown™ 1930 227 4 679 4 
Brown & Marcley’° 1937 326 (-itis) 5 
192 (-osis) 15 
Martin & Adsit™® 1954 201 8% 
Morhous”™ 1950 274 1% 
Colcock & Sass® 1954 50 50 
(In 16% could not Pain-74% Pain-26% 
differentiate be- Melena-22% Melena-64% 
tween Ca. & -itis Illness-40 Mos. Illness- 
by roentgenograms.) 8.5 Mos. 
Thompson & Thompson* 1955 ? 1.7% 
to 8.0% 
Ponka, et al® 1959 355 21% 
(10% of series had 
both Ca. & -itis in 
sigmoid-colon.) 
Bacon & Berkley’ 1960 243 5 Pts. 
Collins 1960 1,000 3.2% 


(This reported study.) 


TABLE IV 

AGE MALES 
NO. % NO. 
0-10 3 0.3 1 
11-20 8 0.8 2 
21-30 9 0.9 4 
31-40 14 1.4 7 
41-50 61 6.1 17 
51-60 173 is 149 
61-70 198 19.8 209 
71-80 47 4.7 70 
81-90 2 0.2 22 
91—Plus 2 0.2 2 
TOTALS 517 §1.7 483 
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DIVERTICULITIS COLI: AGE VERSUS SEX DISTRIBUTION 


FEMALES TOTALS 

% NO. % 
0.1 4 0.4 
0.2 10 1.0 
0.4 13 1.3 
0.7 21 2.1 
Ra 78 7.8 

14.9 322 32.2 

20.9 407 40.7 
7.0 117 11.7 
2.2 24 2.4 
0.2 4 0.4 

48.3 1,000 100.0 


iS 





. Irritable-bowel-syndrome. 
. Chronic ulcerative colitis, 


noma: constipation (71%), bleeding 
(68%), weight loss (50%), abdominal 


No — 


mass (24%), intestinal obstruction 3. Acute nonspecific colitis. 
(15%), and anemia (10%), and finally 4. Bacterial colonic diseases. 
sigmoidoscopy 41% positive diagnoses. 5. Colonic polypoid diseases, 
Findings pointing to a diagnosis of di- 6. Carcinoma, sarcoma, and rare 
verticulitis coli: tenderness (93%), re- malignant diseases of the colon. 
current pain (71%), fever (65%), con- 7. Congenital duplication of the 
stipation (57%), leucocytosis. (50%), colon, and rarer anomalies. 
obesity (40%), ileus (26%), and sig- 8. Colonic diseases: 
moidoscopy—No Value. a. Tuberculosis, 
Rowe and Kollmar,* in 1952, pre- b. Syphilis. 
sented an excellent review on the roent- c. Various poison syndromes — 
genologic differential diagnosis between Mercury, etc. 
diverticulitis coli and colonic carcinoma. d. Parasitic and protozoal 
It is most worthwhile to review this fine diseases 
contribution. e. Lymphogranuloma_inguinale. 
Differential Diagnosis The fol- 9. Colonic Benign tumors: 
lowing diseases must be accurately ex- a. Lipoma. 
cluded when making a diagnosis of di- b. Leiomyomata. 
verticulitis coli: c, Fibroma, 


TABLE V SUMMARY OF DATA DERIVED FROM THIS STUDY 


Years covered in this study: 1930-1960 
Number of urban Los Angeles Hospitals’ records utilized: 3 
Bed capacity of these three hospitals: 1,510 
517 


ales: 

Females: 483 
Percent of patients in this study over 40 years of age: 95.2% 

Instances of diverticulitis of Right Colen: (True Divertics.: 15) 29 
Percent of patients receiving surgical treatment: 47.1% 
Abdominal pain with fever: 53.2% 
Abdominal pain without fever: 42.1% 
Constipation: 47.3% 
Diarrhea: 34.6% 
Alternating constipation and diarrhea: 8.4% 
Normal bowel habit: 26.4% 
Rectal Bleeding: (Frank Gross Blood: 14.8%) (Occult Bleeding: 14.1%) : 28.9% 
Colonic Lumen obstruction: (Females: 13.4%) 23.5% 
Local perforation with abscess formation: 25.4% 
Free perforation into the peritoneal cavity: 0.6% 
Recurrent attacks of diverticulitis coli: (Females: 10.1%) 26.3% 
Engrafting of acute ulcerative colitis: 1.3% 
Colonic Carcinoma & other rarer malignancies: (Females: 2.8%) 3.2% 
Fistula: 6.1% 
Sigmoid-Vesical: (Female: 0.6%) 3.0% 
Sigmoid-Perineal : 0.9% 
Sigmoid-Vaginal : 0.9% 
Sigmoid-Ileum: 0.3% 
Sigmoid-Abdominal Cutaneous: (Female: 0.6%) 1.0% 
Palpable Abdominal mass: 31.4% 
Saint’s Triad: (Diverticulitis, Gall Stones & Diaphragmatic Hernia) 2.9% 
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TABLE Vi EMERGENCY 


PROCEDURE EMPLOYED 


Transverse colostomy for obstruction 
Emergency cecostomy 


SURGICAL PROCEDURES 


NO. NO. 
OF PTS. OF DEATHS MORTALITY % 
43 4 


le ‘oO 
25 6 24.0% 


Transverse colostomy for abscess, and/or 
drainage for perforation 27 3 11.1% 
Incision & drainage of pelvic-, abdominal-, lumbar-, 


or perineal-abcess 30 4 13.3% 
TOTALS 125 17 13.6% 
TABLE Vil SPECIFIC SURGICAL PROCEDURES 
PROCEDURES STAGES OPERATIONS PATIENTS DEATHS MORTALITY ¥% 

Primary resection of colon 
(Concomitant partial small- 

bowel resection in 14.) l 311 301 9 2.98% 
Primary resection with partial 

cystectomy or vaginectomy 1 36 36 1 2.79% 
Colostomy, colon resection, par- 
tial cystectomy or vaginec- 
tomy, and/or fistula ectomy; 
closure of colostomy or cecos- 
tomy and suprapubic cys- 

totomy 3 133 41 4 9.76% 
Preliminary procedure (Colos- 
tomy, cecostomy, or I. & D.); 
and secondary colon resec- 

tion 2 125 60 3 4,99% 
Resection of colon along with 

fistula, as a staged operation 3 47 15 1 6.66% 
Emergency partial colon resec- 

tion by exteriorization 

(Bloch-Mikulicz) 3 94 31 3 9.68% 
Permanent ileostomy, total col- 
estomy & proctectomy, ex- 
cision of multiple fistulas, 

I. & D. of abscesses 6 7 1 1 100.0% 

TOTALS 753 485 22 4.54% 


TABLE Vill VARIOUS TYPES OF SIGMOID FISTULAS THAT DEVELOPED 


ONE-STAGE MULTI- DEATHS AND 

TYPE OF FISTULA PATIENTS os SEX s OPERATION STAGEDO. MORTALITY % 
Sigmoid-Vesical 30 24 6 2 28 4 (13.33%) 
Sigmoid-Vaginal 9 0 9 0 9 1 ( 9.09%) 
Sigmoid-Ileum 3 s 0 0 3 0 ( 0.00%) 
Sigmoid-Skin 10 4 6 2 8 1 (10.00%) 
Sigmoid-Perineal 9 7 2 1 8 1 ( 9.09%) 
TOTALS 61 38 = 23 5 56 7 (11.47%) 





d. Hemangiomata of various 
combinations, 
e. Endometriosis, 
f. Benign lymphoma 
10. Vascular failures: thrombosis, 
embolism, volvulus, intussuscep- 
tion, etc. 
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Treatment of Complicated, Re- 
curring Diverticulitis Coli The 
treatment of the complications of 
colonic diverticulitis is usually surgical, 
as soon as the patient can be placed in 
optimum preoperative condition: elec- 
trolyte balance, reduction of excess 








obesity, (if circumstances permit), re- 
placement of blood losses, correction of 
anemia, restoration of normal blood 
clotting components, adequate decom- 
pression of the entire gastrointestinal 
tract, and the sterilization of the tract 
by a modified Poth’s technic. 

The ideal treatment: no existing fis- 
tula, the patient is not obese, the in- 
dividual is less than fifty-five-years-of- 
age, all blood, chemical and electrolyte 
deficiencies have been corrected, and 
especially when a most competent intes- 
tinal tract surgeon is available:—is to 
perform a one-stage partial colectomy, 
extending from the _rectal-sigmoidal 
juncture proximally to the region of the 
Gastroin- 
testinal continuity is then restored by 


splenic flexure of the colon. 


mobilizing the proximal colon and re- 
anastomosing, end-to-end, the remaining 
colon to the rectum—without a proxi- 
mal colostomy or cecistomy—but often 
with a proximal, Witzel-Type colotomy 
vent tube to protect the anastomosis 
suture line from undue colonic gas pres- 
sure. This is the ideal optimum type 
of definitive surgical treatment. Un- 
fortunately this type of operation can- 
not be done too frequently with safety. 
Usually, your patients are older, often 
obese, anemic, with localized pericolic 
abscesses or fistula following diverticu- 
lar perforations. 

Often you are faced with a late, 
neglected, sigmoid-colon 
bowel obstruction; or a huge pericolic 


complete 


neglected abscess; or a sigmoidal-vesical 
(or some other type of sigmoidal fis- 
tula) fistula. Such grave complications 
constitute unfavorable surgical criteria, 
and a multi-staged operation becomes 
mandatory. A preliminary temporary 
preferably a double- 
proximal 


cecostomy, or 


barreled, right transverse 


colon colostomy is performed first and 
the left colon is defunctionated. Next, 
the left colon is cleansed by a modified 
Poth’s technic and rendered sterile. 
Next, the fistula is taken down and 
closed or the localized abscesses drained 
and cleaned up. Next, the involved left 
colon is resected and an end-to-end 
anastomosis is done between the upper 
rectum and the mobilized left transverse 
colon or proximal left colon. Next, the 
anastomosis suture line is tested for 
complete healing, two weeks postoper- 
atively, by the instillation of a watery 
barium mixture down the stoma of the 
distal opening of the transverse colos- 
tomy. Roentgenograms are taken to 
prove that healing is complete and that 
leakage does not occur. Finally, the 
cecostomy or preferably the transverse 
colostomy is closed intraperitoneally. 

The opinion is becoming more widely 
accepted to recommend prompt surgical 
treatment in all instances of diverticu- 
litis coli just as soon as the first com- 
plication occurs. This type of surgical 
therapy will obviate tne late complica- 
tions of hemorrhage, obstruction, per- 
foration with abscess formation, or pos- 
sible fistula. This plan of therapy would 
obviate the necessity of performing 
multi-stage operations, prolonged hos- 
pitalization, with its consequent great 
expense in time and money, increased 
morbidity, and increased operative mor- 
tality. 

Elderly patients will probably be 
safer if treated by multi-staged oper- 
thereby keeping morbidity 
figures at an optimum acceptable result. 
Bacon and Berkley’ and Judd’® concur 
in this opinion. An acceptable mortality 
rate should approximate less than three 
percent. In the younger, optimum surgi- 
cal risk patient with his first complica- 


ations, 
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tion, this mortality figure should be 
halved. 

Lamentably, the proctosigmoidoscope 
seldom, if ever, reveals a sigmoid colon 
diverticulum. As a result, it is often of 
slight value as a reliable diagnostic aid 
in recognizing diverticulitis coli. 

Skilled Coloproctologists should al- 
ways take over the difficult management 
of all complicated instances of colonic 
diverticulitis. Other practitioners should 
not attempt to care for these patients. 
Coloproctologists are best equipped by 
training and experience to properly 
manage these difficult problems. 

Delay in the institution of prompt 
surgical treatment of the complicated 
instance of recurring diverticulitis coli 
should be 
greatly deplored. All doctors should be 
acquainted with the great benefits that 
will acrue to this type of a patient, if 
prompt remedial surgical therapy is be- 
gun at once, 


severely condemned and 


This Study For purposes of both 
brevity and clarity of presentation, the 
data of this study has been presented in 
five tables (Table IV through Table 
VIII). One thousand instances of 
proven diverticulitis coli have been col- 
lected during the past year and a half 
from three urban hospitals in Los An- 
geles, covering their medical records for 
the period from 1930 to April 1, 1960. 
These five tables are self-explanatory. 
The conclusions derived from this study 
are largely in agreement with earlier 
studies recorded in the medical liter- 
ature. 

In the past decade, operative mortal- 
ity, including many late, neglected, seri- 
ously ill patients was further reduced to 
2.13 percent—an acceptable figure for 
the present. It is hoped that the oper- 
ative mortality will be further reduced 
in the future as the result of earlier in- 
stitution of adequate surgical treatment 
and further refinements in surgical care. 


Conciusions 


1. A study has been presented high- 
lighting the various problems encoun- 
tered by the Coloproctologist in the dif- 
ficult management of complicated re- 
curring instances of diverticulitis coli. 

2. The medical literature has been 
briefly reviewed and tabulated for refer- 
ence. 

3. A report is presented of a year and 
a half study of the medical records of 
three urban hospitals in Los Angeles 
over the past thiry years. One thousand 
proven instances of diverticulitis coli 
have been collected. The data from this 
study has been tabulated in five tables 
for brevity and clarity of presentation. 

4, Seven hundred and fifty-three oper- 


ations were performed upon 485 pa- 
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tients. The total mortality was 4.54 per- 
cent. The mortality in the past decade 
has witnessed a further reduction to a 
present acceptable figure of 2.13 per- 
cent, 

5. Rectal bleeding was recorded in 
28.9 percent of these patients. 

6. 3.2 percent of this group of in- 
dividuals studied has a coexisting car- 
cinoma or other type of colonic malig- 
nant tumor present. 

7. The proctosigmoidoscope is usually 
of little value in arriving at an accurate 
diagnosis of diverticulitis coli. 

8. The optimum therapy in instances 
of complicated recurring colonic diver- 
ticulitis is a@ prompt one-stage partial 
primary colonic resection, particularly 
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in the younger patient in optimum pre- 
operative condition, 

9. A plea is made to promptly insti- 
tute adequate surgical measures in these 
patients, thereby effecting minimum 
hospital expenses, minimum loss of time 


from work, greatly reduced morbidity, 





and markedly lowered mortality. 

10. Coloproctologists should be the 
only ones to care for these difficult and 
seriously ill patients. Coloproctologists, 
by their skilled training and years of ex- 
perience, are best qualified to success- 
fully treat this group of ill patients. 
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EDITORIAL 


INTERNATIONAL ACADEMY OF PROCTOLOGY 


TWELFTH ANNUAL TEACHING SEMINAR 


The Twelfth Annual Teaching Semi- 
nar of the International Academy of 
Proctology is now history. These Teach- 
ing Seminars of the Academy continue 
to be important medical history, not 
only because of the educational con- 
tent of the sessions, but because the 
Seminars are open to all physicians. 
whether or not affiliated with the 
Academy, without registration fee. 

This important principle—bringing 
teaching in proctology to all who wish 
to learn—without favor or fee, is the 
guiding spirit of the Academy. It is our 
major raison d’etre. It is our soul, our 
spirit, our past, present and future. 

From the educational viewpoint, the 
Academy has made still further history 
in its Florida sessions. For the first time 
we have presented, not only the normal 
scientific sessions, but three postgradu- 
ate courses, one postgraduate course in 
proctology of one and one-half days 
duration, and two workshops, one in 
Surgical Pathology and one in Hypno- 
sis. And once again in keeping with the 
major educational principle of the 
Academy, there were no fees for any of 
these postgraduate courses. 

Attendance has been excellent, the 
postgraduate courses were received en- 
thusiastically, and the Academy con- 
tinues to grow in stature as a major 
teaching voice in proctology. 

It must once again be stressed that 
the general practitioner who is in- 


terested in bringing the newer advances 
in proctology to his patients is welcome 
as an Affiliate Fellow of the Academy. 
A brief note to the Executive Officer, 
147-41 Sanford Avenue, Flushing 55, 
Long Island, New York, will bring the 
necessary application blank and instruc- 
tions. The general surgeon who is in- 
terested in refining his technics in 
proctology will be welcome in one of the 
higher grades of Fellowship. 

Although proctology is a specialty, 
most proctologic problems are seen first 
by the general practitioner and the gen- 
eral surgeon. In consequense, the bene- 
fits of specialized training can be 
brought to the patient only if they are 
made available first to the general prac- 
titioner and the general surgeon. There. 
in lies the teaching objective of the 
Academy. 

The 1961 Teaching Seminar of the 
Academy will be held in Chicago, IIli- 
nois, Once again, the general practi- 
tioner, the general surgeon and _ the 
proctologist are all cordially invited to 
attend—without registration fee, 

The International Academy of Proc- 
tology continues to be the major educa- 
tional voice of proctology. And it is the 
only such voice that offers teaching in- 
struction in accordance with the precept 
of Hippocrates, “to teach this art . 
without fee or stipulation.” 


ALFRED J. Cantor, M.D. 
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- physiologically corrective 


HY DROCIL 


—nonirnitating, easily propelled “hydrated-bulk’’— 





@ HyYpROCciL—provides the soft textured bulk required for the 
prevention of dehydrated, irritating stools. 
Hydrocil absorbs liquids, creating 35 times its own weight 
of moist, lubricating bulk. Pleasant and easy to take. 


Ml HYDROCIL FORTIFIED —effective bulk therapy plus the stimula- 
tion afforded by acetphenolisatin, synthetic homologue of the 
laxative principle in prunes. Gentle, nonirritating. 


4 oz. and 1 lb. canisters. 


@ FULLER PHARMACEUTICAL COMPANY if 3108 WEST LAKE STREET f MINNEAPOLIS 16, MINNESOTA 











Newer Medicinals 


Bubartal TT, The Columbus Pharmacal Co., 


Columbus, Ohio. Time-controlled tablets, 
each containing 60 mg. butabarbital sodium. 
Indicated as a mild sedative or hypnotic in 
anxiety and tension states, essential hyper- 
tension, peptic ulcer, premenstrual tension 
and the menopause, coronary artery disease, 
congestive heart failure, hyperthyroidism and 
insommnia. Dose: For daytime sedation, | 
tablet on arising. For bedtime hypnotic 
2 tablets one hour before retiring. Sup: 
Bottles of 100 and 500. 


Carbo-Dome, Dome Chemicals Inc., New York, 


New York. Creme or lotion (pH 4.6) con- 
taining liquor carbonis detergens 5% in the 
exclusive Acid Mantle vehicle. Indicated in 
infantile eczema, nummular eczema, sebor- 
rheic dermatitis, psoriasis, atopic dermati- 
tis, neurodermatitis, dyshidresis and other 
chronic recalcitrant dermatoses. Use: Apply 
morning and night to affected areas. Sup: 
Creme in | oz. tubes, lotion in 2 oz. bottles. 


Equagesic, Wyeth Laboratories, Philadelphia, 


Pennsylvania. Scored, multilayered tablets 
containing 150 mg. meprobamate, 75 mg. 
ethoheptazine citrate, and 50 mg. acetyl- 
salicylic acid each in a separate layer, In- 
dicated in the relief cf pain accompanied 
by either skeletal muscle spasm or tensicn 
and anxiety or both. Dose: | or 2 table's 
3 or 4 times daily. Sup: Bottles of 50. 


Ferronord Prograva, Nordson Pharmaceutical 


Laboratories, Inc., Irvington, New Jersey. 
Capsules containing a phosphorus-free vita- 
min and mineral dietary supplement plus a 
well-tolerated iron (ferroglycine sulfate com- 
plex). Indicated for use during pregnancy 
protecting the patient against ircn-induced 
nausea, diarrhea, constipation, or gastric 
irritation without inconvenience of iron 
injections. Dose: As directed by physician. 
Sup: Bottles of 90. 


Kynex Acetyl Pediatric Drops, Lederle 


Laboratories Division, American Cyanamid 
Co., Pearl River, New York. Each cc. of red 


cherry-flavored syrup contains N'acetyl sulfa- 
methoxypyridazine equivalent to 125 mg 
sulfamethoxypyridazine, 0.8 mg. methy!- 
paraben and 0.2 mg. propylparaben. Indi- 
cated for the treatment of genito-urinary 
and upper respiratory infection, bacillary 
dysenterics and surgical and soft tissue in- 
fections due to sulfonamide sensitive organ- 
isms. Dose: Initial daily dosage is 250 mg. 
for each 20 pounds of body weight which, 
at the option of the physician, may be ad- 
ministered in divided doses. Sup: Plastic 
squeeze bottles of 10 cc. 


Septiderm & Septiderm HC, £. Fougera & 


Company, Hicksville, New York. Topical 
cream containing chloroxylenol. Indicated 
in various types of skin dermatoses where 
combined antibiotic anti-inflammatory ther- 
apy is needed. Dose: Apply lightly twice 
daily. Sup: Plain cream in tubes of | oz., 
HC cream in tubes of !/2 oz. 


Strep-Combiotic Steraject, Pfizer Laborator- 


ies, Division of Chas. Pfizer & Co., Inc., 
Brooklyn, New York. Single-dose, disposable 
cartridges, complete with individual sterile 
needles, each 2 cc. cartridge containing 0.5 
Gram of streptomycin sulfate and 400,000 
units of procaine penicillin G crystalline. 
Indicated for treatment of certain mixed 
bacterial infections. Dose: Usual adult dos.- 
age is | or 2 injections daily, depending 
upon the nature and severity of the infec- 
tion. Sup: Packs of 10 with needles and 
hospital packs of 100 without needles. 


Veriderm Neo-Medrol, The Upjohn Company, 


Kalamazoo, Michigan. Each Gram contains 
either 2.5 mg. or 10 mg. methylprednisolone 
and 5 mg. neomycin sulfate in a special skin 
lipid base. Indicated for the rapid. sympto- 
matic relief and objective improvement in 
contact dermatitis, atopic dermatitis, neuro- 
dermatitis, anogenital pruritus and seborrheic 
dermatitis. Use: Cleanse affected skin, 
apply and rub in gently one to three times 
daily. For maintenance or prophylaxis, appli- 
cations may be reduced to once daily. Sup: 
Tubes of 5 Gm. 
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strengths 


new 
PANTHO-F 0.2% cream 


0.2% hydrocortisone with 2% pantothenylol 


PANTHO-F 0.2% provides less costly treatment of extensive skin 
areas, or when therapy is long continued... 


regular 
PANTHOSF cream 


1% hydrocortisone with 2% pantothenylol 


PANTHO-F regular for the more severe and more stubborn dermatoses... 


ere o} co) (e[-Mm cal-Mmele-laet-le(ome-lald ti lanir-laalsat-1 <0) am-Leid(e]amme) Mm an’ce[celereladiyelal-) 
(Gig-1-me-} (ove) ale) p Mme) (0 i-mn dal- Munley e-1e)(-me-laldiolaulatd(ommal-t-1ilal-amole)wi-1 ame) i 
pantothenylol, in water-miscible, pleasant cream base 








both PANTHO-F 0.2% ...and PANTHO-F regular 


rapidly allays inflammation ™ 


. ed i 2 simple hemorrhoids 
relieves pain, itch, swelling 
pruritus ani 
checks oozing and edema 
eczemas 


promotes smooth granulation rectal irritation 


accelerates healing simple fissures 


PANTHO-F 0.2% in tubes of 15 Gm. and 2 0z.; 1 Ib. jars. . 
PANTHO-F (regular) in 5 Gm. and 20 Gm. tubes. 


Samples and literature on request. 


u. Ss. vitamin corporation ~ PHARMACEUTICALS 
(Arlington-Funk Laboratories, division) e 250 East 43rd Street, New York 17,N. Y. 











for 


GERIATRIC 
CONSTIPATION 


| Toladil-tael at 


MALT SOUP EXTRACT 


(MALTSUPEX) 
POWDER 


is 
Gentle, 
Safe, 
Sure, 
Dietary. 


It’s available in two forms, liquid and 
powder, but most adults prefer the mild 
tasting powder. It dissolves instantly in 
milk, water or juices. It promotes aciduric 
flora in the lower bowel which helps re- 
store normal function. Long term treat- 
ment produces no side effects. Diabetic 
patients should allow for 60 calories for 
each tablespoonful. 


Hootnick (1) reports, “Stools became soft 
in all patients and, within one week, bowel 
evacuations were accomplished with ease. 
Most patients liked the taste of the prod- 
uct, and the majority of them reported a 
feeling of well-being.” 
Cass and Frederik(?) also found that 
“Malt Soup Extract —-- soft, easily 
evacuated stools without any side effects 
in constipated elderly patients.” 
Marshall (*) found it “a simple but highly 
effective treatment for chronic constipa- 
tion in patients of all ages.’’ 
Dose: 2 tablespoonfuls twice a day. Avail- 
able, liquid and powder, 8 ounce and 16 
ounce bottles, at pharmacies. 

Send for clinical samples 
(1) Hootnick, H. L.: dni. Amer. Ger. Soc., 4:1021- 
1030, 1956. (2) Cass, L. J. and Frederik,W. S.: Jnl. 
Lancet, 73: 414-416, 1953. (3) Marshall,W.: So. Dak. 
J. Med. & Pharm. 8:151:153, 1955. 


Borcherdt Company 
217 North Wolcott Avenue, Chicago 12, Illinois 
In Canada: Chemo-Drug Co., Ltd., Toronto, Ont. 






Borcherdt Company GP 
217 N. Wolcott Ave., Chicago 12, Ill. 
Gentlemen: Please send samples and literature of 
your Malt Soup Extract (Maltsupex) 

O Powder O Liquid 
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BOOK REVIEWS 
FOR 
PROCTOLOGISTS 


THE INTESTINAL TRACT (Structure, Function 
and Pathology in Terms of the Basic 
Sciences). By Richard Paul Spencer, A.B., 
M.A., M.D., Helen Hay Whitney Research 
Fellow in the Department of Biological 
Chemistry; Harvard Medical School; for- 
merly, Assistant Director of the Radioisotope 
Laboratory and Radioisotope School; 
National Naval Medical Center, Bethesda, 
Maryland, Pages 398, Published by Charles 
C. Thomas, Springfield, Illinois. Price $12.75. 


This is a rather unusual volume in which 
intestinal tract structure, function and 
pathology are discussed in terms of the basic 
sciences. The book is divided into three sec- 
tions, the first of which discusses the develop- 
ment of the intestinal tract and methods for 
studying this region in vivo and vitro. 

The second section describes normal intesti- 
nal function and its modifiers. The third sec- 
tion is entirely clinical, dealing with disorders 
of intestinal function. 

The book contains excellent material, some 
of it unusual for a volume of this type. There 
is a good description of protein loss from the 
intestine, the production and translocation of 
intestinal enzymes, the enterohepatic circula- 
tion, and the relationship of the intestine to 
pigmentary disorders. 

The book will be of particular interest to 
gastroenterologists and proctologists. 


THE OFFICE ASSISTANT in Medical Practice 
by Portia M. Frederick, Instructor, Medical 
Office Assisting, Long Beach City College 
and Carol Towner, Director of Special Ser- 
vices, Communications Division, American 
Medical Association. Second Edition. Pages 
381. With 76 illustrations. Published by the 
W. B. Saunders Company, Philadelphia and 
London, 1960. Price $5.25. 


The dilemma of the physician who hires a 
nurse lacking in secretarial skills, or a secre- 
tary who knows nothing of the medical or 
surgical aspects of the office, is solved in 
part by this excellent book. The book pro- 
vides information needed to train a combina- 
tion secretary-assistant for a medical er surgi- 
cal office. 

It is a book that can be recommended to 
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those in training, and also to those who are 
already employed in physicians’ offices. 

And the physicians will also find the text 
of value. Many helpful suggestions for office 
routine and training may find their way into 
any physician’s practice, with great benefit to 
that practice. 

The book is very well written, covers all 
phases of office assisting, telephone technique, 
collection of fees, bookkeeping, etc., and 
should be of value in every office. 


STONES OF THE BILIARY TRACT AND GALL- 
BLADDER (LA MALADIE LITHIASIQUE 
DES VOIES BILIARES LA LITHIAS VESI- 
CULAIRE): Actualites Hepato-Gastro-En- 
terologiques de |'Hotel-Dieu. By Albot, Guy, 
& Poilleux, F. Pp. 341, with many illustrations 
and graphs. Masson et Cie Editeurs, Paris, 
1959. 


The last volume from the famous 1|’Hotel- 
Dieu in Paris has just appeared. It contains 
the experiences of this hospital staff with gall- 
stones. The contributors are: 

M. Albeaux-Fernet, Guy Albot, G. Berthet, 
G.-F. Bonnet, Y. Boquien, M. Cachin, A. 
Cornet, R. Crismer, L. Lebbasch, Ch. Debray, 


R. Deuil, R. Dupuy, P. Fallot, Y. Geffroy, M. 
Girard, E. Hafter, J. Hepp, P. Hillemand, Cl. 
Houdard, M. Kapandji, M. Levrat, P. Mallet- 
Guy, M. Mercadier, J.-L. Parrot, J. Patel, M. 
Roux, H. Sarles, J. Vallin, H.-Walter. 

Among the many articles, the following will 
have special interest to our readers: 

“Gallstones and functional troubles of the 
duodenum,” by M. Kapandji and Guy Albot. 

“Migraine and the gallbladder,” by M. 
Girard. 

“Calcified bile and the calcified gallblad- 
der,” by H. Walter. 

“The perforated gallbladder. Fistulas be- 
tween the bile ducts and the digestive tract. 
Biliary ileus,” by G. Berthet and L. Debbasch. 

We want to congratulate the authors on 
their excellent research work. The different 
aspects of the diseases are presented in a highly 
interesting and instructive manner. The read- 
ers will find new attitudes to the problem of 
cholelithiasis and its related conditions. The 
roentgenograms are very well reproduced; the 
tables are clear and thorough. 

The book is written in French and contains 
an extensive bibliography. We recommend it 
to all those interested in this field, especially 
gastroenterologists, surgeons, and_ general 
practitioners. 

Franz J. Lust 


Ru LLER SHIELD 


— protects clothing and linens 


Fuller Shields are professionally designed 
to give your patients security and reassur- 


ance, 


Prescriptions should usually be for two or 
more Fuller Shields so that one can be worn 
while the other is being laundered. 


Your hospital or pharmacist 


Durable, absorbent cotton @ 
Soft rubberized lining @ 

Wide, comfortable waist-band @ 
Hook fastener @ 

Fits sizes 24-42 @ 
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ANTISEPTIC 


RECTOCAINE® OINTMENT 


e RECTOCAINE® OINTMENT is still the same 
and pted formula, now improved to 

meet the demands of the medical profession for 
RECTOCAINE® OINTMENT in a non-staining, 
water-soluble base, and in a convenient dispensing 
unit from which the label may be readily peeled off. 


| @ RECTOCAINE® OINTMENT not only provides 
: and tic action for 
prompt end continued telief of pain, discomfort 
and itching in pruritis ani and hemorrhoids, but also 
in superficial burns and sunburns, cuts and. bruises. 
Available in | oz. tubes {removable label) with 
rectal applicator, and | pound jars. 
ad on SUPPOSITORIES are available 
in boxes of 


° eine INJECTION has been used for 
from pain before 
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